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NURSING PRACTICE COMMITTEE MEETING 

 MEETING MINUTES  

 
 

DATE:   May 8, 2008  
 
TIME:   2:00 PM – 3:00 PM  
 
LOCATION:  Four Points by Sheaton 
                                4900 Duckhorn Drive 
                              Sacramento, CA 95834 
                              (916) 263-9000 
     

 

COMMMITTEE MEMBERS PRESENT: 
Susanne J Phillips, RN, MSN, APRN-BC, FNP, Chair 
Nancy L. Beecham, RNC, BS, FADONA/LTC 
Carmen Morales-Board, RNC, MSN, FNPC 
Elizabeth O. Dietz, EdD, RN, CS-NP 
 
OTHERS PRESENT:  
Janette Wackerly, MBA, RN NEC Liaison 
Heidi Goodman, Assistant Executive Officer 
Louise Bailey Med, RN SNEC 
Miyo Minato, MN, RN, NEC 
Badrieh Caraway, MS, RN, NEC 
Katie Daugherty, MSN, RN,  
La Francine Tate, Board President 
 
 
Susan J Phillips, Chair, opened the meeting at 2:o0 pm with introduction of the 
committee        

 
 

1.0 Approve/Not Approve:   Minutes of March 20, 2008 
                     MSC: Morales-Board/Beecham approve the minutes of March 20, 2008   
 

2.0 Information only: Doctorate Nursing Practice: Certification Exam 
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P.O. Box 944210, Sacramento, CA 94244-2100 
P (916) 322-3350  |   www.rn.ca.gov 

Ruth Ann Terry, MPH, RN, Executive Officer 
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The National Council of State Board of Nursing, APRN list serve notified boards 
of nursing about a newly-created American Board of Comprehensive Care. In 
order to distinguish DNP graduate who have achieved a high level of 
competence in comprehensive care from other APRNs, the Council for the 
Advancement of Comprehensive Care (CACC) and the National Board of 
Medical Examiners (NBME) have agreed to offer a certification examination 
that will validate the advanced clinical competency of a DNP program.  CACC, 
founded in 2000, has established the American Board of Advanced Practice 
Nurses with national certification in an advanced nursing specialty, and a 
Doctor of Nursing Practice degree are eligible to sit for the examination. The 
exam is derived from the test pool of the USMLE Step 3 exam for MD licensure 
candidates. Successful DNP candidates will be designated as Diplomats in 
Comprehensive Care by the American Board of Comprehensive Care.  

                                                      Nancy Chornick PhD. RN 

                                              Director of Practice and Credentialing, NCSBN  

 

              

The American Board of Comprehensive Care (see attachment) statement is 
that the Council for the Advancement of Comprehensive Care and the National 
Board of Medical Examiners reached and agreement to develop and 
administer a Certification Examination for Doctors of Nursing Practice (DNP). 
This competency-based examination will be administered to DNP graduates 
for the first time in November 2008, will assess the knowledge and skills 
necessary to support advanced clinical practice. It will be comparable in 
content, similar in format and will measure the same set of competencies and 
apply similar performance standards as Step 3 of the United States Medical 
Licensing Examination (USMLE) which is administered to physician as one 
component of qualifying for licensure. (www.abcc.dnpcert.org/pressurerelease.shtml) 

 

Susanne Phillips Chair reported that Columbia University, New York, Doctorate 
Nursing Practice, DNP, is one model whereby the graduate is expected to 
practice with advanced clinical competency equates to physician and the 
candidate for DNP is eligible to take National Board of Medical Examiner 
examination.  The American Association of Colleges of Nursing on their 
website has a current listing of approximately 27 DNP programs. However, the 
curriculums are not patterned after the Columbia model and persons looking 
for a DNP program need to investigate the various types of curriculum models. 

 

Susanne Phillips reported that advanced practice nursing, including DNP, there 
is a lack of consistency amongst national certifying organizations a advanced 
practice specialty.          

 
 

3.0     Information only: Nurse Practitioner information reorganized on BRN website 



 
  

 

 

GENERAL INFORMATION:  NURSE PRACTITIONER PRACTICE 
 

 
Scope of Practice   
The nurse practitioner (NP) is a registered nurse who possesses additional preparation and skills 

in physical diagnosis, psycho-social assessment, and management of health-illness needs in 
primary health care, who has been prepared in a program that conforms to Board standards as 
specified in California Code of Regulations, CCR, 1484 Standards of Education. 
 
Primary Health Care 
Primary health care is defined as, that which occurs when a consumer makes contact with a 

health care provider, who assumes responsibility and accountability for the continuity of health 
care regardless of the presence or absence of disease CCR 1480 (b).  This means that, in some 
cases, the NP will be the only health professional to see the patient and, in the process, will 
employ a combination of nursing and medical functions approved by standardized procedures.  
 
Clinically Competent 
Clinically competent means that on possess and exercises the degree of learning, skill, care 

ordinarily possessed and exercised by a member of the appropriate discipline in clinical 
practice (CCR 1480 c) 
 
 
Legal Authority for Practice 
The NP does not have an additional scope of practice beyond the usual RN scope and must rely 

on standardized procedures for authorization to perform overlapping medical functions (CCR 
Section 1485).  Section 2725 of the Nursing Practice Act (NPA) provides authority for nursing 
functions that are also essential to providing primary health care which do not require 
standardized procedures.  Examples include physical and mental assessment, disease prevention 
and restorative measures, performance of skin tests and immunization techniques, and withdrawal 
of blood, as well as authority to initiate emergency procedures. 
 
Nurse practitioners frequently ask if they really need standardized procedures.  The answer is 

that they do when performing overlapping medical functions. Standardized procedures are the 
legal authority to exceed the usual scope of RN practice. Without standardized procedures the NP 
is legally very vulnerable, regardless of having been certified as a RN, who has acquired 
additional skills as a certified nurse practitioner. 

 
Certification 
Registered nurses who have been certified as NPs by the California Board of Registered Nursing 

may use the title nurse practitioner and place the letters “R.N., N.P.” after his/her name alone or 
in combination with other letters or words identifying categories of specialization, including but 
not limited to the following: adult nurse practitioner, pediatric nurse practitioner, obstetrical-
gynecological nurse practitioner, and family nurse practitioner. (CCR 1481) 
 
On and after January 1, 2008, an applicant will be required for initial qualification or 

certification as a nurse practitioner who has never been qualified or certified as a nurse 
practitioner in California or in any other state to meet specified requirements, including 
possessing a master’s degree in nursing, a master’s degree in a clinical field related to nursing, 
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or a graduate degree in nursing, and to have satisfactorily completed a nurse practitioner 
program approved by the board. (Business and Professions Code 2835.5) 
 

Furnishing Drugs and Devices  

BPC Code Section 2836.1 authorizes NPs to obtain and utilize a “furnishing number” to 
furnish drugs and devices.  Furnishing or ordering drugs and devices by the nurse 
practitioner is defined to mean the act of making a pharmaceutical agent or agents available 
to the patient in strict accordance with a standardized procedure. Furnishing is carried out 
according to a standardized procedure and a formulary may be incorporated. All nurse 
practitioners who are authorized pursuant to Section 2831.1 to furnish or issue drug orders 
for controlled substances shall register with the United States Drug Enforcement 
Administration.    
  

BPC 2836.1 was amended changing furnishing to mean “order” for a controlled substance, and 
can be considered the same as an “order” initiated by the physician.  This law requires the NP 
who has a furnishing number to obtain a DEA number to “order” controlled substances, 
Schedule II, III, IV, V. (AB 1545 Correa) stats 1999 ch 914 and (SB 816 Escutia) stats 1999 ch 
749.  

 

Furnishing Controlled Substances: 

The furnishing or ordering of drugs and devices occurs under physician and surgeon 
supervision. B&P Code Section 2836.1 extends the NP, who is registered with the United 
States Drug Enforcement Administration, the furnishing authority or “ordering” to include 
Schedule II through V Controlled Substances under the Uniform Controlled Substance Act (AB 
1196 Montanez) Stats2004 ch 205 § (AB 2560) There are specified educational requirements 
that must be met by the furnishing NP who wishes to “order” Schedule II Controlled 
Substances.         

   

Drugs and/or devices furnished or “ordered” by a NP may include Schedule II through 
Schedule V controlled substances under the California Uniform Controlled Substances Act 
(Division 10 commencing with Section 11000) of the Health and Safety Code and shall be 
further limited to those drugs agreed upon by the NP and physician and specified in the 
standardized procedure.  

 
 
When Schedule II or III controlled substances, as defined in Section 11055 and 11056 of the 

Health and Safety Code, are furnished or ordered by a NP, the controlled substance shall be 
furnished or ordered in accordance with a patient-specific protocol approved by the treating or 
supervising physician. The provision for furnishing Schedule II controlled substances shall 
address the diagnosis of illness, injury, or condition for which the Schedule II controlled 
substance is to be furnished.  A copy of the section for the NP’s standardized procedure relating 
to controlled substances shall be provided upon request to any licensed pharmacist who 
dispenses drugs or devices when there is uncertainty about the furnishing transmittal order. 
 
 

The nurse practitioner with an active furnishing number, who is authorized by standardized 
procedure or protocols to furnish must submit to the BRN an approved course that includes 
Schedule II Controlled Substances content as a part of the NP educational program or a 
continuing educational course with required content on Schedule II Controlled substance. The 



 
proof of a Schedule II course received by the BRN will be noticed on the board’s website, 
www.rn.ca.gov, in the NPF verification section.       

 

A prescription pad may be used as transmittal order forms as long as they contain the 
furnisher’s name and furnishing number.  Pharmacy law requires the nurse practitioner name 
on the drug and/or device container label. The name of the supervising physician is no longer 
required on the drug/device container label as pharmacy law was amended BPC 1470 (f) (AB 
2660 Leno) stats 2004 ch 191.    The nurse practitioner DEA number is required for controlled 
substances.  Therefore, inclusion of this information on the transmittal order form will facilitate 
dispensing of the drug and/or device by the pharmacist. 

 

Dispensing Medication 

Business and Professions Code Section 2725.1 allows registered nurses to dispense (hand to a 
patient) medication except controlled substances upon the valid order of a physician in primary, 
community, and free clinic.   

 

Business and Professions Code Section 2725.1 was amended to extend to the furnishing nurse 
practitioner authority to dispense drugs, including controlled substances, pursuant to 
standardized procedures or protocols in primary, community, and free clinics.  (AB 1545 
Correa) stats 1999 ch 914)  

 

Effective January 1, 2003, B&P Code Section 2836.1 Furnishing is amended to allow NPs to 
use their furnishing authority in solo practice per Senate Bill 933 (Figueroa) Chapter 764 
signed by Governor Gray Davis on September 20, 2002.   
 

Sign for the Request and Receipt of Pharmaceutical Samples and Devices. 
Certified furnishing nurse practitioners are authorized to sign for the request and receipt of 

complimentary samples of dangerous drugs and devices identified in their standardized 
procedures or protocols that have been approved by the physician. (SB 1558 Figueroa stats 
2002 ch 263) to take effect immediately.  This new law amends B&P Code Section 4061 of the 
Pharmacy law to allow CNMs, NPs, and PAs to request and sign for complimentary samples of 
medication and devices. 

 
  
Treating STDs 
Amended into Section 120582 of the Health and Safety Code effective January 1, 2007: 

(a) Not withstanding any other provision of law, a physician and surgeon who diagnoses 
a sexually transmitted chlamydia, gonorrhea, or other sexually transmitted infection, as 
determined by the Department of Health Services, in an individual patient may prescribe, 
dispense, furnish, or otherwise provide a prescription antibiotic drugs to the patients sexual 
partner or partners without examination of that patient’s partners.  
(b) Not withstanding any other provision a nurse practitioner practicing pursuant to BPC 

Section 2836.1; a certified nurse-midwife practicing pursuant to BPC Section 2746.51; and a 
physician assistant pursuant to BPC 3502.1 may dispense, furnish, or otherwise provide a 
prescription antibiotic drug to the sexual partner or partners of a patient with a diagnosed 
sexually transmitted Chlamydia, gonorrhea, or other sexually transmitted infection, as 
determined by the Department of Health Services without examination of the patient’s sexual 
partners. (AB 2280 Leno stats 2006 ch   ) (AB 648 Ortiz  stats 2001 ch 835)   



 
 

Workers’ Compensation Reports 
Section 3209.10 added to the labor code gives nurse practitioners the ability to cosign 

Doctor’s First Report of Occupational Injury or illness for a worker’s compensation claim to 
receive time off from work for a period not to exceed three (3) calendar days if  that authority is 
included in standardized procedure or protocols. The treating physician is required to sign the 
report and to make a determination of any temporary disability.  (AB 2919 Ridley-Thomas stats 
2005 extends the operation of this provision indefinitely-AB 1194 Correa stats 2001 ch 229 
effective 2001)    
 
Veterans with Disabilities Parking Placards: 
Section 5007, 9105, 22511.55 of the Vehicle Code is amended to include nurse practitioners, 

nurse midwives and physician assistants as authorized health care professionals that can sign 
the certificate substantiating the applicant’s disability for the placard. (AB 2120 Lui stats 2007 
ch 116) 
 
Existing law authorizes the Department of Motor Vehicles to issue placards to persons with 

disabilities and veteran with disabilities and temporary distinguishing placards to temporary 
disabled persons, to be used for parking purposes. Prior to issuing the parking placard or 
temporary placard, the Department of Motor Vehicles requires the submission of a certificate, 
signed by an authorized  health care professional providing a full description substantiating the 
applicant’s disability, unless the disability is readily observable and uncontested. Under 
existing law, the authorized health care professional that signs the certificate is required to 
retain information sufficient to substantiate the certificate, and make the information available 
to certain entities request of the department.        
 

Medical Examination School Bus Drivers 

Vehicle Code Section 12517.2  (a) is amended relating to schoolbus drivers driver medical 
examination to Applicants for an original or renewal certificate to drive a schoolbus, school 
pupil activity bus, youthbus, general public paratransit vehicle, or farm labor vehicle shall 
submit a report of medical examination of the applicant given not more than two years prior 
to the date of the application by a physician licensed to practice medicine , a licensed 
advanced practice nurse qualified to perform a medical examination, or a licensed physician 
assistant. The report shall be on a form approved by the department, the Federal Highway 
Administration, or the Federal Aviation Administration. 

Schoolbus drivers, within the same month or reaching 65 years of age and each 12th month 
thereafter, shall undergo a medical examination, pursuant to Section 12804.9, shall submit a 
report of the medical examination on a form specified in subsection (a) (AB 139 Bass  stats 
2007, ch 158)               

Informing patient:  Positive and Negative aspects of Blood Transfusions 
Section 1645 of the Health and Safety Code is amended to authorize the nurse 

practitioner and the nurse-midwife who is authorized to give blood may now provide 
the patient with information by means of a standardized written summary as developed 
or revised by the State Department of Public Health about the positive and negative 
aspects of receiving autologous blood and direct and nondirected homologous blood to 
volunteers. (SB 102 Migden stat 2007 ch 88) 



 
Existing law requires, whenever there is reasonable possibility, as determined by a physician, 

that a blood transfusion may be necessary as a result of medical procedures, that the physician, 
by means of a standardized written summary that is published by the Medical Board and now 
by the Department of  Public Health and distributed upon request, inform the patient of the 
positive and negative aspects of receiving autologous blood and directed and non directed 
homologous blood from volunteers.          

Medi-Cal Billing: Nurse Practitioner Nationally Certified in a Specialty 

Section 14132. 41 of the Welfare and Institutions Code is amended services provided by a 
certified nurse practitioner shall be covered under this chapter to the extent authorized by 
federal law, and subject to utilization controls. The department shall permit a (nationally) 
certified nurse practitioner to bill Medi-Cal independently for his or her services. If a certified 
(nationally) nurse practitioner chooses to bill Medi-Cal independently for his or her service, 
the department shall make payment directly to the certified (nationally) nurse practitioner. For 
the purposes of this section, “certified” means nationally board certified in a recognized 
specialty.       

Supervision 
Supervision of the NP performing an overlapping medical function is addressed in the 

standardized procedure and may vary from one procedure to another depending upon the 
judgment of those developing the standardized procedure.   As an example, in one women’s 
clinic the supervision requirement for performing a cervical biopsy was that a physician must be 
physically present in the facility, immediately available in case of emergency.  For all other 
standardized procedure functions, the supervision requirement was for a clinic physician to be 
available by phone.   
 
The furnishing or ordering of drugs and devices by nurse practitioners occurs under 

physician and surgeon supervision. Physician and surgeon supervision shall not be 
construed to require the physical presence of the physician, but does include (1) 
collaboration on the development of the standardized procedure, (2) approval of the 
standardized procedure, and (3) availability by telephonic contact at the time the patient 
is being examined by the nurse practitioner.   For furnishing purposes, the physician 
may supervise a maximum of no more than four (4) NPs at one time. (BPC 2836.1) 

Supervision of Medical Assistants 
Nurse Practitioners and Certified Nurse-Midwives may supervise Medical Assistants in 

“community clinics” or “free clinics” in accord with approved standardized procedures and in 
accord with those supportive services the Medical Assistant is authorized to perform (Business 
and Professions Code, Section 2069(a)(1); and Health and Safety Code, Section 1204(a) & (b). 

Citation and Fine 
NPs, like all registered nurses, are subject to citation and fine for violation of the NPA. 

Citation and fines are a form of disciplinary action against the RN license and/or certificate. 
Examples of violations which have resulted in citation and fine are using the title “nurse 
practitioner” without being certified as a NP by the California BRN and failing to have 
standardized procedures when performing overlapping medical functions.  NPs are encouraged 
to comply with all sections of the NPA to avoid discipline. 



 
 
 
References 

 
B&P Code, Section 2725 RN Scope of Practice, Section 

2834 Nurse Practitioner, California Code of Regulation Section 1435 Citations and Fines, 
Section 1470 Standardized Procedure Guidelines, Section 1480 Standards for Nurse 
Practitioners. 
 
Sacramento Office: (916) 322-3350 
El Monte Office: (626) 575-7080 
 
For more information, please visit the BRN’s Web site at www.rn.ca.gov 

 
    

 
 
 
4.0     Open Forum:   No public participation 
 
 
Submitted by:     Approved by: 
 
 
________________________  ________________________ 
Janette Wackerly, MBA, RN  Susanne J. Phillips, RN - Chair 
 

NOTICE: 
All times are approximate and subject to change.  The meeting may be canceled without notice.  For 
verification of the meeting, call 916/574-7600 or access the Board’s Web Site at http://www.rn.ca.gov.  Action 
may be taken on any item listed on this agenda, including information only items. 
 
Public comments will be taken on agenda items at the time the item is heard.  Total time allocated 
for public comment may be limited. 
 

The meeting facilities are accessible to persons with disabilities.  Requests for 
accommodations should be made to the attention of Eleanor Calhoun at the Board of 
Registered Nursing, 1625 North Market Blvd., Suite N-217, Sacramento, CA, 95834 or by 
phone at (916) 574-7600 (Hearing impaired TDD phone number (916) 322-1700) no 
later than one week prior to the meeting. 
 
CONTACT:   Janette Wackerly, NEC (916) 574-7686 

  Nursing Practice Committee Liaison   

 

 

 

 
 
 
 
 
 
 

BRN Offices 
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NURSING PRACTICE COMMITTEE MEETING 

 MEETING MINUTES  

 
 

DATE:   March 20, 2008  
 
TIME:   2:00 PM – 3:00 PM  
 
LOCATION:  Hilton Los Angeles Airport 
   5711 West Century Blvd. 
   Los Angeles, CA 90045 
   (310) 410-4000  

 

COMMMITTEE MEMBERS PRESENT: 
Susanne J Phillips, RN, MSN, APRN-BC, FNP, Chair 
Grace Corse, RN 
Carmen Morales-Board, RNC, MSN, FNPC 
Elizabeth O. Dietz, EdD, RN, CS-NP 
 
OTHERS PRESENT:  
Janette Wackerly, MBA, RN NEC Liaison 
Ruth Ann Terry, MPH, RN Executive Officer BRN 
Heidi Goodman, Assistant Executive Officer 
Louise Bailey Med, RN SNEC 
Maria Bedroni EdD, RN, SNEC 
Miyo Minato, MN, RN, NEC 
Badrieh Caraway, MS, RN, NEC 
Katie Daugherty, MSN, RN,  
Donna Fox RN CA Nurses Association 
Geri Nibbs, MN, RN NEC 
Alice Takahashi MSN, RN, NEC 
La Francine Tate, Board President 
 
Susanne J Phillips, Chair, opened the meeting at 2:10 pm with introduction of the 
committee        
 
Open Forum:  
Donna Dorsey Fox, CA Nurses Association Public Comment:  
 

BOARD OF REGISTERED NURSING 
P.O. Box 944210, Sacramento, CA 94244-2100 
P (916) 322-3350  |   www.rn.ca.gov 

Ruth Ann Terry, MPH, RN, Executive Officer 

 



I would like to thank the committee of Nursing Practice, as well as the BRN Board 
members and BRN staff, for producing a clear regulation regarding the Administration 
of Insulin in Schools by unlicensed personnel. 
 
Your clarity and ongoing work to fight this threat to the California Nursing Practice Act 
is consistent with the Nursing Practice Committee Goals and Objectives of 2008-2009. 
 
Since this is the Nursing Practice Committee and not the Legislative Committee, I 
would like to remind everyone that your attention continues to be needed because 
currently this threat to the California Nursing Practice Act exists in each of the three 
branches of government.  
 
 
Approve/Not Approve:   Minutes of January 17, 2008 
MSC: Dietz/Morales approve the minutes of January 17, 2008 
 

 
1.0 Approve/Not Approve:  Practice Committee Goals and Objectives 2008-2009 

 
MSC:  Dietz/Morales Approve the Committee Goals and Objective 
2008-2009  
 

2.0     Committee Liaison described that the only substantive change is to Goal 2, 
Promoting patient safety as an essential and vital component of quality nursing 
care. 

 
2.1     Engage and dialog with recognized national experts in supporting patient safety 

in what individuals and organizations have done and what remains to be done. 
For example just culture and root cause analysis, failure mode and effective 
analysis, human factor and systems factor. 

 
2.2     Monitor patient safety activities as a component of quality nursing care such as 

health care errors, competency, patient outcomes, stakeholders, nursing 
shortages, ethics, lifelong learning, nursing standards, licensure, safety 
legislation, magnet hospitals   

 
           3.0  Information Only: 

(a) California HealthCare Foundation, January 2008: Scope   of Practice Laws in 
Health Care: Rethinking the Role of Nurse Practitioners  

 
(b) The Center for the Health Professions, UCSF, 2007, Overview of Nurse 
Practitioner Scopes in the United States-Discussion. 
 
(a) Scope of Practice Laws in Health Care: Rethinking the Role of 
Nurse Practitioners. 
 

Key Findings of the Survey: 



• NPs are registered nurses with advanced clinical training. They serve as 
primary care providers in a broad range of acute and outpatient settings, 
such as pediatrics, internal medicine, anesthetics, geriatrics, and 
obstetrics 

• NPs began to practice in the 1960’s, in response to a nationwide 
physician shortage. Today, there are an estimated 145,000 NPs 
nationwide, and 13,649 in California. 

• The 50 states and the District of Columbia have individual control over 
the laws that govern NP scope of practice. This has resulted in wide 
state-by-state differences in the types of services that NPs can deliver to 
their patients. 

• These differences in scope of practice may slow the uniform expansion of 
NP services, prohibit NPs from providing the care for which they are 
trained, and hampered the use of NPs in improving access and 
controlling health care costs. 

• California is roughly in the middle, nationwide, in NP practice autonomy 
and independence. NPs must collaborate with physicians and develop 
joint, written protocols that cover all major elements of the NP practice. 

• California NPs may diagnose, order tests and durable medical equipment, 
refer patients, and “furnish” or “order” drugs, but only according to that 
protocol. There is a cap of four drug prescribing NPs per physician. 

• Six states---Alaska, Arizona, New Hampshire, New Mexico, Oregon, and 
Washington—have NP scopes of practice that are among the nations 
most expansive. In these states, NPs practice autonomously, without 
physician oversight, and prescribe drugs without physician involvement. 

 

The conclusion of this report: 

Today there is a great deal of discussion in health policy circles, in California 
and across the country, of an impending physician shortage. In many ways, 
this current debate mirrors the events of the 1960’s which spawned the 
initial development of the nurse practitioner. 

 

Despite wide state-by-state differences in practice authorities, NPs deliver 
comprehensive medical services in a variety of settings and specialties, 
which are largely comparable to those provided by physicians, both in scope 
and medical outcomes. 

 

The reappearance of the physician shortage issue suggests that the 
efficiency, accessibility, and quality of the health care system could benefit 
from the increased inter-professional collaboration, and be revised models 
for delivery of medical services that employ uniform, shared scopes of 
practice among providers 

 



And with California possibly poised to overhaul its system of health care 
coverage, a review of the nurse practitioner’s role in that system may 
become a part of the plan. 

 

California Health Care Foundation, January 2008        

 

(b) The Center for the Health Professions, UCSF.  Overview of NP 
Scopes of Practice in the US---Discussion.   Executive Summary 

 

Nurse Practitioners (NPs) are registered nurses who are prepared beyond 
initial nursing education in a NP program to provide primary care directly to 
patients. The profession originated in the mid-1960s in response to shortage 
of physicians (MDs). NP education requirements, certification mechanisms 
and legal scopes of practice are decided at the state level and vary 
considerably. 

 

NP scopes of practice vary widely among the states: 

• Eleven states permit NPs to practice independently, without physician 
involvement 

• Twenty-seven permit NPs to practice in collaboration with an MD. 
Collaboration definitions vary, but written practice protocols are often 
required 

• Ten states require MD supervision of NPs 
• NPs in all states may prescribe, but MD involvement is generally required 

to varying degrees. Additional limitations such as 72-hour or 30-day 
supplies may apply. 

• Specific practice authorities are sometimes articulated although states 
may require MD involvement for any task: 44 states explicitly authorize 
NPs to diagnose (sometimes limited to a nursing diagnosis): 33 states 
explicitly authorize NPs to refer; and 20 states explicitly authorize NPs to 
order tests. 

 

Education and certification requirements vary: 

• Forty-two states require national certification as part of NP licensure. 
• Just over half of the states require NPs to be prepared with a master’s 

degree, while some states only require completion of a few months of 
post-RN education 

 

Implications of current policy: 

• Preventing professionals from practicing to the full extent of their 
competence negatively affects health care costs, access and quality. 



• NP practices are impeded by scope of practice laws, financing and 
reimbursement mechanisms, malpractice insurance policies and outdated 
practice models. 

• The professions and the public are ill-served when practice authorities 
differ dramatically among states. 

 

Policy options to consider: 

• Continue trend to expand NP scope of practice to match competence. 
• Adopt uniform scope of practice laws to reduce variability among states 
• Increase number of NP programs to reflect growing demand for primary 

care 
 

  

UCSF Center for the Health Professions, 2007: Sharon Christian, JD, 
Catherine Dower, JD and Ed O’Neil, PhD, MPA, FAAN. 

 

 
4.0 Information Only: The Center for American Nurses Calls For an End to 

Lateral Violence and Bullying in Nursing Work Environments – New position 
statement offers information and recommended strategies 
Statement of Position 

Lateral violence and bullying have been extensively reported and 
documented among healthcare professionals with serious, negative 
outcomes for registered nurses, their patients, and health care employers. 
These disruptive behaviors are toxic to the nursing profession and have a 
negative impact on retention of quality staff. Horizontal violence and bullying 
should never be considered normally related to socialization in nursing nor 
accepted in professional relationships. It is the position of the CENTER for 
American Nurses (The CENTER) that there is no place in a professional 
practice environment for lateral violence and bullying among nurses or 
between healthcare professionals. All healthcare organizations should 
implement a zero tolerance policy related to disruptive behavior, including a 
professional code of conduct and educational and behavioral interventions to 
assist nurses in addressing disruptive behavior. (Approved February 2008) 
 
The CENTER in its statement defines bullying and lateral violence, as 
disruptive behavior, culture of safety, workplace bullying and verbal abuse.  
 
The CENTER adopted a position statement which includes recommended 
strategies that nurses, employers/organizations, continuing education and 
academic programs and nursing researchers can employ to eliminate lateral 
violence and bulling.  
 
The Center for American Nurses is a national professional nursing 
organization that educates, equips, and empowers nurses to advocate for 
themselves, their profession, and their patients. The Center offers evidence-



based solutions and powerful tools to navigate workplace challenges, 
optimize patient outcomes, and maximize career benefits. Established in 
2003, The Center partners with its 42 organization members, comprised of 
over 47,000 registered nurses nationwide, to develop resources, strategies, 
and tools to help nurses manage evolving workforce issues and succeed in 
their careers. Additional information about the Center can be found at 
www.centerforamericannurses.org. 

 
 

5.0 Information Only: CMS February 8, 2008: Hospitals – Revised Interpretive 
Guidelines for Hospital Conditions of Participation (Medicare) 
The attached are the interpretive guidelines that correspond with the 
regulatory changes published November 27, 2006 amending Hospitals 
Conditions of Participation pertaining to requirements for history and physicals 
examination; authentication of verbal orders; securing medications; and post 
anesthesia evaluation. 

 

The interpretive guidelines are important for registered nurses, nurse 
practitioners, clinical nurse specialists, certified nurse midwives and certified 
nurse anesthetists. 

 

The following is a brief report and full text can be reviewed in the attachment 
to this agenda item. 

History and Physical: § 482.22 (c) (5) (i) 

Physician: Requirement for medical history and physical examination and 
purpose of the H&P. Medical Staff bylaws must address requirement for H&P 
30 days prior to or 24 hours after hospital admission but prior to surgery or a 
procedure that requires anesthesia 

 

Other qualified licensed individuals are those practitioners who are authorized 
in accordance with their State scope of practice laws or regulations to perform 
an H&P and who are formally authorized by the to conduct an H&P. Other 
qualified licensed practitioners could include nurse practitioners and physician 
assistants. 

 

Nursing Services:  § 482.54 (b) (1) 

The hospital must provide nursing services 24 hours a day, 7 days a week. 
LPN can provide nursing services if a RN, who is immediately available for the 
bedside care of those patients, supervises care.  

Exception: § 488.54 (c) sets forth certain conditions under which rural 
hospitals of 50 beds or fewer may be granted a temporary waiver of the 24 
hour registered nurse requirement by the regional office. 

Influenza and pneumococcal polysaccharide vaccines: § 482.23 (c) (2) 



With the exception of influenza and pneumococcal vaccines, which may be 
administered per physician-approved hospital policy after an assessment of 
contraindications, orders for drugs and biologicals must be documented and 
signed by a practitioner who is authorized to write orders by hospital policy 
and in accord with State law, and who is responsible for the care of the 
patient as specified under § 482.12 (c) 

 

Nurse Practitioners and Physician Assistants responsible for the care of specific 
patients are also permitted to order drugs and biologicals in accord with 
delegation agreements, collaborative practice agreements, hospital policy and 
State law. 

 

Note: If a hospital uses other written protocols or standing orders for drugs 
or biologicals that have been reviewed and approved by the medical staff, 
initiation of such protocol or standing orders requires an order from the 
practitioner responsible for patient care. 

 

Hospitals are encourage to promote a culture in which it is not only 
acceptable, but also strongly encouraged, for staff to bring to the attention of 
the prescribing practitioner questions or concerns they have regarding orders. 
Any questions about the order for drugs or biologicals are expected to b e 
resolved prior to the preparation, or dispensing, or administration of the 
medication. 

 

Verbal Orders: § 482.23 (c) (2) (i) 

Verbal orders, if used, must be used infrequently. This means that the use of 
verbal orders must not be a common practice. Verbal orders pose an 
increased risk of miscommunication that could contribute to a medication or 
other error, resulting in a patient adverse event. Verbal orders should be used 
only to meet care needs of the patient when it is impossible or impractical for 
the ordering practitioner to write the order or enter the order into a computer 
(in case of a hospital with an electronic prescribing system) without delay of 
treatment. Verbal orders are not to be used for the convenience of the 
ordering practitioner. 

 

Hospitals are expected to develop appropriate policies and procedures that 
govern the use of verbal orders and minimize their use. CMS expects 
nationally accepted read-back verification practice to be 
implemented for every verbal order. (71 FR 68680) 

 

Verbal orders must be clearly communicated. All verbal orders must be 
immediately documented in the patient’s medical record and signed by the 
individual receiving the order. Verbal orders should be recorded directly onto 



an order sheet in the patient’s medical record or entered into the 
computerized order entry system. 

 

Accepting Verbal Orders: § 482.23(c) (2) (ii)  

When verbal orders are used, they must only be accepted by persons who are 
authorized to do so by hospital policy and procedure consistent with Federal 
and State laws. 

Patient medical record entries: § 482.24 (c) (1)  

All patient medical record entries must be legible, complete, dated, times and 
authenticated in written or electronic form by person responsible for providing 
or evaluating the services provided, consistent with hospital policies and 
procedures.      

 

Authenticated verbal orders: § 482.9 (c) (1) (iii) 

All verbal orders must be authenticated based upon Federal and State law. If 
there is no State law that designates a specific timeframe for the 
authentication of verbal orders, verbal orders must be authenticated within 48 
hours. 

 

Drugs and biologicals: § 482.25 (b) (2) (i)  

All drugs and biologicals must be kept in a secure area, and locked when 
appropriate.  

 

(71FR 68689)  This regulation gives hospitals the flexibility to integrate patient 
self-administration of non-controlled drugs and biologicals into their practices 
as appropriate. 

 

Pre-anesthesia evaluation: § 482.51(b) (1) 

The pre-anesthesia evaluation must be performed within 48 hours prior to any 
inpatient or outpatient surgery or procedure requiring anesthesia services. At 
a minimum, the pre-operative anesthetic evaluation of the patient should 
include: 

• Notation of anesthetic risk: 
• Anesthetic drug and allergy history: 
• Any potential anesthesia problems identified 
• Patient’s condition prior to induction of anesthesia 
 

Post-anesthesia evaluation:  § 482.52 (b) (3) 

A post-anesthesia evaluation must be completed and documented no later 
than 48 hours after surgery or a procedure requiring anesthesia services. In 
accordance with § 482.52 (a) anesthesia must be administered only by: 
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INTRODUCTION

Advanced Practice Registered Nurses (APRNs) have expanded in numbers and capabilities
over the past several decades with APRNs being highly valued and an integral part ofthe
health care system. Because of the importance of APRNs in caring for the current and future
health needs of patients, the education, accreditation, certification and licensure of APRNs
need to be effectively aligned in order to continue to ensure patient safety while expanding
patient access to APRNs.

APRNs include certified registered nurse anesthetists, certified nurse-midwives, clinical
nurse specialists and certified nurse practitioners. Each has a unique history and context, but
share the commonality of being APRNs. While education, accreditation, and certification are
necessary components of an overall approach to preparing an APRN for practice, the
licensing boards, governed by state regulations and statutes, are the final arbiters of who is
recognized to practice within a given state. Currently, there is no unifoIl1lmodel of
regulation of APRNs across the states. Each state independently determines the APRN legal
scope of practice, the roles that are recognized, the criteriafor entry-into advanced practice
and the certification examinations accepted for entry-level competence assessment. This has
created a significant barrier for APRNs to easily move from state to state and has decreased
access to care for patients.

Many nurses with advanced graduate nursing preparation practice in roles and specialties,
such as nurses in informatics, public health, education or administration, while essential to
advance the health of the public, do not focu~on direct care to individuals and, therefore,
whose practice does not require regulatory recognition beyond the Registered Nurse license
granted by state boards of nursing. Like the current four APRN roles, practice in these other
advanced specialty nursing roles requires specialized knowledge and skills acquired through
graduate-level education. Although extremely important to the nursing profession and to the
delivery of safe, high quality patient care, these other advanced, graduate nursing roles, who
do not focus on direct patient care, are not Advanced Practice Registered Nurses (APRN) and
are not the subject or focus of the Regulatory Model presented in this paper.

The model for APRN regulation is the product of substantial work conducted by the
Advanced Practice Nursing Consensus Work Group and the National Council of State
Boards of Nursing (NCSBN) APRN Committee. While these groups began work
independent of each other, they came together through representatives of each group
participating in what was labeled the APRN Joint Dialogue Group. The outcome of this work
has been unanimous agreement on most of the recommendations included in this document.
In a few instances, when agreement was not unanimous a 66% majority was used to
determine the final recommendation. However, extensive dialogue and transparency in the
decision making process is reflected in each recommendation. The background of each group
can be found on pages 13-16 and individual and organizational participants in each group in
Appendices C-H.
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This document defines APRN practice, describes the APRN regulatory model, identifies the
titles to be used, defines specialty, describes the emergence of new roles and population foci,
and presents strategies for implementation.

Overview of APRN Model of Regulation

The APRN Model of Regulation described will be the model of the future. It is recognized
that current regulation of APRNs does not reflect all ofthe components described in this
paper and will evolve incrementally over time. A proposed timeline for implementation is
presented at the end of the paper.

In this APRN model of regulation there are four roles: certified t:egisterednurse anesthetist
(CRNA), certified nurse-midwife (CNM), clinical nurse specialist (CNS), and certified nurse
practitioner (CNP). These four roles are given the title of advanced practice registered nurse
(APRN). APRNs are educated in one of the four roles and in at least one of six population
foci: family/individual across the lifespan, adult~gerontology,pediatrics, neonatal, women's
health/gender-related or psych/mental health. APRN education programs, including degree-

granting and post-graduate education programsl, are ac~credited.APRN education consists of
a broad-based education, including three separate gradhate-Ievel courses in advanced
physiology/pathophysiology, health assessment and pharmacology as well as appropriate
clinical experiences. All developing APRN eaucation programs or tracks go through a pre-
approval, pre-accreditation or accreditation process prior to admitting students. APRN
education programs must be housed within graduate pregrams that are nationally accredited2
and their graduates must be eligible for national certification used for state licensure.

Individuals who have the appropriate education will sit for a certification examination to
assess national competencies of the J\PRN core, role and at least one population focus area of
practice for regulatory purposes. APRN certification programs will be accredited by a
national certification accrediting bod~. APRN certification programs will require a
continuedlfcompetencymechanism.

Individuals will be licensed as independent practitioners for practice at the level of one of the
four APRN roles within at least one of the six identified population foci. Education,
certification, and licensure of an individual must be congruent in terms of role and population
foci. APRNs may specialize but they can not be licensed solely within a specialty area. In
addition, specialties canprovide depth in one's practice within the established population

1Degree granting programs include master's and doctoral programs. Post-graduate programs include both post-
master's and post-doctoral certificate education programs.
2APRN education programs must be accredited by a nursing accrediting organization that is recognized by the
U.S. Department of Education (USDE) and/or the Council for Higher Education Accreditation (CHEA),
including the Commission on Collegiate Nursing Education (CCNE), National League for Nursing Accrediting
Commission (NLNAC), Council on Accreditation of Nurse Anesthesia Educational Programs (COA), Division
of Accreditation of the American College of Nurse-Midwives, and the National Association of Nurse
Practitioners in Women's Health Council on Accreditation.
3The certification program should be nationally accredited by the American Board of Nursing Specialties
(ABNS) or the National Commission for Certifying Agencies (NCCA).
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foci. Education and assessment strategies for specialty areas will be developed by the nursing
profession, i.e. nursing organizations and special interest groups. Education for a specialty
can occur concurrently with APRN education required for licensure or through post-graduate
education. Competence at the specialty level will not be assessed or regulated by boards of
nursing but rather by the professional organizations.

In addition, a mechanism that enhances the communication and transparency among APRN
licensure, accreditation, certification and education bodies (LACE) will be developed and
supported.

APRN REGULATORY MODEL

APRN Regulation includes the essential elements: licensure, accreditation, certification and
education (LACE).

. Licensure is the granting of authority to practice.

. Accreditation is the formal review and approval by a recognized agency of
educational degree programs in nursing or certification programs.

. Certification is the formal recognition of the knowJedge, skills, and experience
demonstrated by the achievement of standards identified by the profession.

. Education is the formal preparation of APRNs in graduate degree-granting or post-
graduate certificate programs.

The APRN Regulatory Model applies to all elements of LACE. Each of these elements plays
an essential part in the implementation of the model.

Delmition of Advanced Practice Registered Nurse
Characteristics ofthe advanced practice registered nurse (APRN) were identified and several
definitions of an APRN were considered, including the NCSBN and the American Nurses
Association (ANA) definitions, as well as others. The characteristics identified aligned
closely with these existing definitions. The definition of an APRN, delineated in this
document, includes language that addresses responsibility and accountability for health
promotion and the assessment, diagnosis, and management of patient problems which
includes the use and prescription of pharmacologic and non-pharmacologic interventions.

The definition of an Advanced Practice Registered Nurse (APRN) is a nurse:
1. who has completed an accredited graduate-level education program preparing

him/her for one of the four recognized APRN roles;
2. who has passed a national certification examination that measures APRN, role

and population-focused competencies and who maintains continued competence
as evidenced by recertification in the role and population through the national
certification program;

3. who has acquired advanced clinical knowledge and skills preparing him/her to
provide direct care to patients, as well as a component of indirect care; however,
the defining factor for all APRNs is that a significant component of the education
and practice focuses on direct care of individuals;
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4. whose practice builds on the competencies of registered nurses (RNs) by
demonstrating a greater depth and breadth of knowledge, a greater synthesis of
data, increased complexity of skills and interventions, and greater role autonomy;

5. who is educationally prepared to assume responsibility and accountability for
health promotion and/or maintenance as well as the assessment, diagnosis, and
management of patient problems which includes the use and prescription of
pharmacologic and non-pharmacologic interventions;

6. who has clinical experience of sufficient depth and breadth to reflect the intended
license; and

7. who has obtained a license to practice as an APRN in one of the four APRN roles:
certified registered nurse anesthetist (CRNA), certified nurse-midwife (CNM),
clinical nurse specialist (CNS), or certified nurse practitioner (CNP).

Advanced practice registered nurses are licensed independent practitioners who are expected
to practice within standards established or recognized by a licensing body. Each APRN is
accountable to patients, the nursing profession and the licensing board to comply with the
requirements of the state nurse practice act and the quality of advanced nursing care
rendered; for recognizing limits of knowledge and experience, planning for the management
of situations beyond the APRN's expertise; and for consulting with or referring patients to
other health care providers as appropriate.

All APRNs are educationally prepared to provide a scope of services across the health
wellness-illness continuum to at least one population focus as defined by nationally-
recognized role and population-focused competencies; however, the emphasis and
implementation within each APRN role varies. The services or care provided by APRNs is
not defined or limited by setting but rather patient care needs. The continuum encompasses
the range of health states from homeostasis (or wellness) to a disruption in the state of health
in which basic needs are not mehor maintained (illness), with health problems of varying
acuity occurring along the continuum that must be prevented or resolved to maintain
wellness or an optimal level of functioning (WHO, 2006). Although all APRNs are
educationally prepared to provide care to patients across the health wellness-illness
continuum, the emphasis and how implemented within each APRN role varies.

The Certified Registered Nurse Anesthetist
The Certified Registered Nurse Anesthetist is prepared to provide the full spectrum of
patients' anesthesia care and anesthesia-related care for individuals across the lifespan,
whose health status may range from healthy through all recognized levels of acuity, including
persons with immediate, severe, or life-threatening illnesses or injury. This care is provided
in diverse settings, including hospital surgical suites and obstetrical delivery rooms; critical
access hospitals; acute care; pain management centers; ambulatory surgical centers; the
offices of dentists, podiatrists; ophthalmologists, and plastic surgeons.

The Certified Nurse-Midwife
The certified nurse-midwife provides a full range of primary health care services to women
throughout the lifespan, including gynecologic care, family planning services, preconception
care, prenatal and postpartum care, childbirth and care of the newborn. The practice includes
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treating the male partner of their female clients for sexually transmitted disease and
reproductive health. This care is provided in diverse settings which may include home,
hospital, birth center, and a variety of ambulatory care settings including private offices,
community and public health clinics.

The Clinical Nurse Specialist
The CNS has a unique APRN role to integrate care across the continuum and through three
spheres of influence: patient, nurse, system. The three spheres are overlapping and
interrelated but each sphere possesses a distinctive focus. In each of the spheres of influence,
the primary goal of the CNS is continuous improvement of patient outcomes and nursing
care. Key elements of CNS practice are to create environments through mentoring and
system changes that empower nurses to develop caring, evidence-based practices to alleviate
patient distress, facilitate ethical decision-making and respon<fto diversity. The CNS is
responsible and accountable for diagnosis and treatment of health/illness states, disease
management, health promotion, prevention of illness and risk behavt~Js among individuals,
families, groups and communities.

The Certified Nurse Practitioner
For the certified nurse practitioner ( CNP), care along the wellness-illness continuum is a

dynamic process in which direct primary and acute care iSirovided across settings. CNPs are
members of the health delivery system, practicing autonmfiously in areas as diverse as
family practice, pediatrics, internal medicine, geriatrics and women's health care. CNPs are
prepared to diagnose and treat patients with undifferentiated symptoms as well as those with
established diagnoses. Both primary and acute care CNPs provide initial, ongoing and
comprehensive care that includes taking comprehensive histories, providing physical
examinations and other health assessment and screening activities, and diagnosing, treating
and managing patients with acute and chronic illnesses and diseases. This includes ordering,
performing, supervising and inte:li'r~g laboratory tests and Xrays, prescribing medication
and durable medical equipment and making appropriate referrals for patients and families.
Clinical CNP care includes health promotion, disease prevention, health education and
counseling as well as the diagnosis and management of acute and chronic diseases. Certified
nurse practitioners are prepared to practice as primary care CNPs and acute care CNPs which
have separate national consensus-based competencies and separate certification processes.

Titling

The title, Advanced Practice Registered Nurse (APRN) is the licensing title to be used for the
subset of nurses prepared with advanced, graduate-level nursing knowledge to provide direct
patient care in four roles: certified registered nurse anesthetist, certified nurse-midwife,
clinical nurse specialist, and certified nurse practitioner.4This title, APRN, is a legally

4 Nurses with advanced graduate nursing preparation practicing in roles and specialties that do not provide
direct care to individuals and, therefore, whose practice does not require regulatory recognition beyond the
Registered Nurse license granted by state boards of nursing may not use any term or title which may confuse
the public, including advanced practice nurse or advanced practice registered nurse. The term, advanced public
health nursing, however, may be used to identify nurses practicing in this advanced specialty area of nursing.
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protected title. Licensure and scope of practice are based on graduate education in one of the
four roles and in a defined population.

Verification of licensure, whether hard copy or electronic, will indicate the role and
population for which the APRN has been licensed.

At a minimum, an individual must legally represent themselves, including in a legal
signature, as an APRN and by the role. He/she may indicate the population as well. No one,
except those who are licensed to practice as an APRN, may USethe APRN title or any of the
APRN role titles.

An individual also may add the specialty title in which they are professionally recognized in
addition to the legal title of APRN and role.

APRN REGULATORY MODEL

APRN SPECIALTIES
Focus of practice beyond role and population focus

linked to health care needs
Examples include but are not limited to: Oncology, Older Adults, Orthopedics,

Critical Care, Nephrology, Palliative Care
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APRN ROLES

Diagram 1: APRN Regulatory Model
Under this APRN Regulatory Model, there are four roles: certified registered nurse anesthetist (CRNA),
certified nurse-midwife (CNM), clinical nurse specialist (CNS), and certified nurse practitioner (CNP). These
four roles are given the title of advanced practice registered nurse (APRN). APRNs are educated in one of the
four roles and in at least one of six population foci: family/individual across the lifespan, adult-gerontology,
neonatal, pediatrics, women's health/gender-related or psych/mental health. Individuals will be licensed as
independent practitioners for practice at the level of one of the four APRN roles within at least one of the six
identified population foci. Education, certification, and licensure of an individual must be congruent in terms of
role and population foci. APRNs may specialize but they can not be licensed solely within a specialty area.
Specialties can provide depth in one's practice within the established population foci.
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* The population focus, adult-gerontology, encompasses the young adult to the older adult, including the frail
elderly. APRNs educated and certified in the adult-gerontology population are educated and certified across
both areas of practice and will be titled Adult-Gerontology CNP or CNS. In addition, all APRNs in any of the
four roles providing care to the adult population, e.g. family or gender specific, must be prepared to meet the
growing needs of the older adult population. Therefore, the education program should include didactic and
clinical education experiences necessary to prepare APRNs with these enhanced skills and knowledge.

** The population focus, psychiatric/mental health, encompasses education and practice across the lifespan.

+ The Clinical Nurse Specialist (CNS) is educated and assessed through national certification processes across
the continuum from wellness through acute care.

~

++The certified nurse practitioner (CNP) is prepared with the acute care C,competencies and/or the primary
care CNP competencies. At this point in time the acute care and prima.. e CNP delineation applies only to
the pediatric and adult-gerontology CNP population foci. Scope of p the primary care or acute care
CNP is not setting specific but is based on patient care needs. Prog s may prel?are individuals across both

. '. ~.
the pnmary care and acute care CNP competencIes. If program~prepare graduates across both sets of roles, the
graduate must be prepared with the consensus-based competenbies for both roles anaest successfully obtain
certification in both the acute and the primary care CNP rgJes.

Broad-based APRN Education

For entry into APRN practice and fortegulatory purposes~i\PRN education must:
. be formal education with a grad e or post- ate certificate (either post-

master's or post-doctoral) that is 'iYa academic institution and accredited
by a nursing or nursing related accrediting or tion recognized by the U.S.
Department of E on (USDE) ai\d!orthe uncil for Higher Education

.ii%1

Accreditation \
. be awarded..pre- proval"pre-accreditation or accreditation status prior to admitting

students;

. be cOJiJ~~~sive'!at th;~at1.afe level;

. prepare the gE uate to practice in one of the four identified APRN roles;

. c.pl:parethe gra with'" ore competencies for one of the APRN roles across at- . .
leas ne of the Sl pulatlOn fOCI;

. incl t a minim~JI1,three separate comprehensive graduate-level courses (the
APRN?&;) in: j!

0 Ad~anced.~hysiology/pathophysiology, including general principles thatYr.
applywacrossthe lifespan;

0 Advanced health assessment which includes assessment of all human systems,
advanced assessment techniques, concepts and approaches; and

0 Advanced pharmacology which includes pharmacodynamics,
pharmacokinetics and pharmacotherapeutics of all broad categories of agents.

. Additional content, specific to the role and population, in these three APRN core
areas should be integrated throughout the other role and population didactic and
clinical courses;

. Provide a basic understanding of the principles for decision making in the identified
role;
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. Prepare the graduate to assume responsibility and accountability for health promotion
and/or maintenance as well as the assessment, diagnosis, and management of patient
problems which includes the use and prescription of pharmacologic and non-
pharmacologic interventions; and
Ensure clinical and didactic coursework is comprehensive and sufficient to prepare
the graduate to practice in the APRN role and population focus.

.

Preparation in a specialty area of practice is optional but if included must build on the APRN
role/population-focus competencies. Clinical and didactic coursework must be
comprehensive and sufficient to prepare the graduate to obtain certification for licensure in
and to practice in the APRN role and population focus.

As part of the accreditation process, all APRN education programs must undergo a pre-
approval, pre-accreditation or accreditation process prior to admitting students. The purpose
of the pre-approval process is twofold: 1) to ensure that students graduating from the
program will be able to meet the education criteria necessary for national certification in the
role and population-focus and if successfully certified, are eligible for licensure to practice in
the APRN role/population-focus; and 2) to assure tha,tprograms will meet all educational
standards prior to starting the program. The pre-approval, pre-accreditation or accreditation
processes may vary across APRN roles.

APRN Specialties

Preparation in a specialty area of practice is optional, bpt if included must build on the APRN
role/population-focused competencies. Specialty practice represents a much more focused
area of preparation and practice than does the APRN role/population focus level. Specialty
practice may focus on suecific patient populations beyond those identified or health care11 .
needs such as oncology, palliative care, substance abuse or nephrology. The criteria for
defining an APRN specialty is built upon the ANA (2004) Criteria for Recognition as a
Nursing Specialty (see Appendi:x.B). APRN specialty education and practice build upon and
are in addition to the education and practice of the APRN role and population focus. For
example, a family CNP could specialize in elder care or nephrology; an Adult-Gerontology
CNS could specialize in palliative care; a CRNA could specialize in pain management; or a
CNM could specialize in care ofthe post-menopausal woman. State licensing boards will not
regulate the APRN at the level of specialties in this APRN Regulatory Model. Professional
certification in the sij,ecialtyarea of practice is strongly recommended.

An APRN specialty
. preparation can not replace educational preparation in the role or one of the six

population foci;
. preparation can not expand one's scope of practice beyond the role or population

focus

. addresses a subset of the population-focus;

. title may not be used in lieu of the licensing title which includes the role or
role/population; and. is developed, recognized and monitored by the profession.
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New specialties emerge based on health needs of the population. APRN specialties develop
to provide added value to the role practice as well as providing flexibility within the
profession to meet these emerging needs of patients. Specialties also may cross several or all
APRN roles. A specialty evolves out of an APRN role/population focus and indicates that an
APRN has additional knowledge and expertise in a more discrete area of specialty practice.
Competency in the specialty areas could be acquired either by educational preparation or
experience and assessed in a variety of ways through professional credentialing mechanisms,
such as portfolios, examinations, etc.

Education programs may concurrently prepare individuals in a specialty providing they meet
all of the other requirements for APRN education programs, including preparation in the
APRN core, role and population core competencies. In addition, for licensure purposes, one
exam must assess the APRN core, role and population-focused competencies. For example, a
nurse anesthetist would write one certification examination, which tests the APRN core,
CRNA role and population-focused competencies, administered by the Council on
Certification for Nurse Anesthetist; or a primary care family nurse practitioner would write
one certification examination, which tests the APR!Wcore, CNP role and family population-
focused competencies, administered by ANCC or AANP. Specialty competencies must be
assessed separately. In summary, education programs pren~ng individuals with this
additional knowledge in a specialty, if usedfor entry into advanced practice registered
nursing andfor regulatory purposes, must also prepare individuals in one of the four
nationally recognized APRN roles and in one of the six population foci. Individuals must be
recognized and credentialed in one of the four APRN roles within at least one population
foci. APRNs are licensed at the role/population focus level and not at the specialty level.
However, if not intended for entry-level preparation in one ofthe four roles/population foci
and not for regulatory purposes, education programs, using a variety of formats and
methodologies, may provide licensed APRNs with the additional knowledge, skills and
abilities, to become professionally certified in the specialty area of APRN practice.

Emergence of New APRN Roles and Population-Foci

As nursing praptice evolves and health care needs of the population change, new APRN roles
or population-foci may evolve over time. An APRN role would encompass a unique or
significantly differentiated set of competencies from any of the other APRN roles. In
addition, the scope of practice within the role or population focus is not entirely subsumed
within one of the other roles. Careful consideration of new APRN roles or population-foci is
in the best interest of the profession.

For licensure, there must be clear guidance for national recognition of a new APRN role or
population-focus. A new role or population focus should be discussed and vetted through the
national licensure, accreditation, certification, education communication structure, LACE.
An essential part of being recognized as a role or population-focus is that educational
standards and practice competencies must exist, be consistent, and must be nationally
recognized by the profession. Characteristics ofthe process to be used to develop nationally
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recognized core competencies, and education and practice standards for a newly emerging
role or population-focus are:

1. National in scope
2. Inclusive
3. Transparent
4. Accountable
5. Initiated by nursing
6. Consistent with national standards for licensure, accreditation, certification

and education
7. Evidence-based

8. Consistent with regulatory principles.

To be recognized, an APRN role must meet the following crit
. Nationally recognized education standards and cor;,ecom}1;encies for programs

prepari?g individuals .in the .role; ,." fP~

. EducatIOnprogr~s, mcludmg graduate d~e grantmg (~aster~~,do.c~oral)and
post-graduate certIficate programs, are aceredited ~)' a nursmg ac~dItmg
organization that is recognized by the U. art~t of EducatiJr(USDE) and/or
the Council for Higher Education Accredita (CHEA); and

. Professional nursing certificaf on program which,Js;.{'sychometricallysound, legally
defensible and which meets na .ally recognizeJft~c!:~clitationstandards for
certification programs. 5

Competencies Measures of competencies

Identified by Professional
OrganizaUons
(e.g. oncology, palliative
care, CV) Specialty Certification'

CNP, CRNA, CNM, CNS in the
PopulaUon context

.. .
Licensure: based
on educaUon
and certification"

APRN Core Courses:

Patho/physiology,
Pharmacology, Health/Physical
Assessment
""""""""""''''

. Certification for specialty may include exam, portfolio, peer review, etc.

.. Certification for licensure will be psychometrically sound and legally defensible examination
be an accredited certifying program,

5 The professional certification program should be nationally accredited by the American Board ofNursin

Specialties (ABNS) or the National Commission for Certifying Agencies (NCCA) ,
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Diagram 2: Relationship Among Educational Competencies, Licensure, &
Certification in the Role/Population Foci and Education and Credentialing in a
Specialty

IMPLEMENTATION STRATEGIES FOR APRN REGULATORY MODEL

In order to accomplish the above model, the four prongs of regulation: licensure,
accreditation, certification and education (LACE) must work together. Expectations for
licensure, accreditation, certification, and education are listed below:

Foundational Requirements for Licensure
Boards of nursing will:

1. license APRNs in the categories of Certified Registered Nurse Anesthetist, Certified
Nurse-Midwife, Clinical Nurse Specialist or Certified Nurse Practitioner within a
specific population focus;

2. be solely responsible for licensing Advanced Practice Registeredy~urses6;
3. only license graduates of accredited graduate programs that prep~ graduates with

the APRN core, role and population competencies;
4. require successful completion of a national certification examination that assesses

APRN core, role and population competencies for APRN licensure.
5. not issue a temporary license;
6. only license an APRN when education and certification are congruent;
7. license APRNs as independent practitioners with no regulatory requirements for

collaboration, direction or supervision;
8. allow for mutual recognition of advanced practice registered nursing through the

APRN Compact;
9. have at least on~ APRN representative position on the board and utilize an APRN

advisory committee which includes representatives of all four APRN roles; and,
10. institute a grandfathering7 clause which will exempt those APRNs already practicing

in the state from new eligibility requirements.

6Except in states where state boards of nurse-midwifery or midwifery regulate nurse-midwives or nurse-
midwives and mid\\@iesjointly.
7 Grandfathering is a provision in a new law exempting those already in or a part of the existing system that is
being regulated. When states adopt new eligibility requirements for APRNs, currently practicing APRNs will
be permitted to continue practicing within the state(s) of their current licensure.
However, if an APRN applies for licensure by endorsement in another state, the APRN would be eligible for
licensure if s/he demonstrates that the following criteria have been met:. current, active practice in the advanced role and population focus area,. current active, national certification or recertification, as applicable, in the advanced role and

population focus area,. compliance with the APRN educational requirements of the state in which the APRN is applying for
licensure that were in effect at the time the APRN completed his/her APRN education program, and. compliance with all other criteria set forth by the state in which the APRN is applying for licensure
(e.g. recent CE, RN licensure).

Once the model has been adopted and implemented (date to be determined by the state boards of nursing. See
proposed timeline on page 14-15.) all new graduates applying for APRN licensure must meet the requirements
outlined in this regulatory model

12
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Foundational Requirements for Accreditation of Education Programs

Accreditors will:
1. be responsible for evaluating APRN education programs including graduate degree-

granting and post-graduate certificate programs.8.
2. through their established accreditation standards and process, assess APRN education

programs in light of the APRN core, role core, and population core competencies;
3. assess developing APRN education programs and tracks by reviewing them using

established accreditation standards and granting pre-approval, pre-accreditation or
accreditation prior to student enrollment;

4. include an APRN on the visiting team when an APRN program/track is being
reviewed; and

5. monitor APRN educational programs throughout the accreditation period by
reviewing them using established accreditation standards and processes.

Foundational Requirements for Certification

Certification programs providing APRN certifi~ationusedffor licensure will:
1. follow established certification testing and psychometrically sound, legally defensible

standards for APRN examinations for licensure. (see appendix A for the NCSBN
Criteria for APRN Certification Programs);

2. assess the APRN core and role competencies across at least one population focus of
practice;

3. certification used for regulatory purposes must demonstrate in the test blueprint that
the APRN, role and population-focused competencies are assessed

4. delineate separately from0fueAPRN core, role and population-focused competencies
in the test blue print, if specialty content is tested in the same examination, what
specialty competencies are tested

5. be accredited by a national certification accreditation body;9
6. enforce congruence (role and population focus) between the education program and

the type of certification examination;
7. provide a mechanism to ensure ongoing competence and maintenance of certification;
8. particiQ%atein ongoing relationships which make their processes transparent to boards

of nursing;
9. participate in a mutually agreeable mechanism to ensure communication with boards

of nursing and~schoolsof nursing.

Foundational Requirements for Education

APRN education programs/tracks leading to APRN licensure, including graduate degree-
granting and post-graduate certificate programs will:

8 Degree-granting programs include both master's and doctoral programs. Post-graduate certificate programs
include post-master's and post-doctoral education programs.
9 The certification program should be nationally accredited by the American Board of Nursing Specialties
(ABNS) or the National Commission for Certifying Agencies (NCCA).
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1. follow established educational standards and ensure attainment of the APRN core,
1 d 1 . . 1011

ro e core an popu atlOn core competencIes. ,

2. be accredited by a nursing accrediting organization that is recognized by the U.S.
Department of Education (USDE) and/or the Council for Higher Education
Accreditation (CHEA). 12

3. be pre-approved, pre-accredited or accredited prior to the acceptance of students,
including all developing APRN education programs and tracks;

4. ensure that graduates of the program are eligible for national certification and state
licensure; and

5. ensure that official documentation (e.g. transcript) specifies the role and population
focus of the graduate.

Communication Strategies .
y ~

A formal communication mechanism, LACE, which includes those regulatory organizations
that represent APRN licensure, accreditation, certitifation, and educa ntities would be
created. The purpose of LACE would be to prov'e a fOl11\al,ongoing c /ication
mechanism that provides for transparent and at omrlunication among the identified
entities. The collaborative efforts between the AP .. onsensus Group and the NCSBN
APRN Advisory Panel, through the APRN Joint Dial Group have illustrated the ongoing
level of communication necessary am.~)1ese groups to': ure that all APRN stakeholders
are involved. Several strategies including eq"l} resentationen an integrated board with
face-to-face meetings, audio and webcaS'\oning, pa s protected access to agency
websites, and regular reporting mechanisrls have bee ommended. These strategies will
build trust and enhance i .on sharing~,~Exampleof issues to be addressed by the group
would be: guaranteein e represenfMionof APRN roles among accreditation site
visitors, documentati" completio~by education institutions, notification of
examination outcomes t d atrs, notification of disciplinary action toward
licensees by bQ~s of nurs.,
Creating/the LA CE St,

I

10The APRN cor~~petenc~~or all APRN nursing education programs located in schools of nursing are
delineated in the American..Al~ociation of Colleges of Nursing (1996) The Essentials of Master's Educationfor
Advanced Practice Nur .Education or the AACN (2006) The Essentials of Doctoral Education for Advanced
Nursing Practice. The RN core competencies for nurse anesthesia and nurse-midwifery education programs
located outside of a school of nursing are delineated by the accrediting organizations for their respective roles
i.e., Council on Accreditation of Nurse Anesthesia Educational Programs (COA), American College of Nurse-
Midwives Division of Accreditation (ACNMDOA).
11APRN programs outside of schools of nursing must prepare graduates with the APRN core which includes

three separate graduate-level courses in pathophysiology/physiology, health assessment, and pharmacology.
12APRN education programs must be accredited by a nursing accrediting organization that is recognized by the
U.S. Department of Education (USDE) and/or the Council for Higher Education Accreditation (CHEA),
including the Commission on Collegiate Nursing Education (CCNE), National League for Nursing Accrediting
Commission (NLNAC), Council on Accreditation of Nurse Anesthesia Educational Programs (COA), Division
of Accreditation of the American College of Nurse-Midwives, and the National Association of Nurse
Practitioners in Women's Health Council on Accreditation.
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Several principles should guide the fonnulation of a structure including: 1) all four entities of
LACE should have representation; 2) the total should allow effective discussion of and
response to issues and ; 3) the structure should not be duplicative of existing structures such
as the Alliance for APRN Credentialing. Consideration should be given to evolving the
existing Alliance structure to meet the needs of LACE. Guidance from an organizational
consultant will be useful in fonning a pennanent structure that will endure and support the
work that needs to continue. The new structure will support fair decision-making among all
relevant stakeholders. In addition, the new structure will be in place as soon as possible.

The LACE organizational structure should include representation of:
. State licensing boards, including at least one compact and one non-compact state;
. Accrediting bodies that accredit education programs of the four APRN roles;
. Certifying bodies that offer APRN certification usedtrr regulatory purposes; and,
. Education organizations that set standards for APRN education.

Timeline for Implementation of Regulatory Model

Implementation of the recommendations for an AP£RcNRegulatory Model will occur
incrementally. Due to the interdependence of licensure, accreditation, certification and
education, certain recommendations will be implemented ~equentially.However, recognizingii!fff?

that this model was developed through a consensus process with participation of APRN
certifiers, accreditors, public regulators, educators, and employers, it is expected that the
recommendations and model delineated will infonn de£isions made by each ofthese entities
as the APRN community moves to fully implement the APRN Regulatory Model. A target
date for full implementation of the Regulatory Model and all embedded recommendations is

'f;!
the Year 2015.

~H~T~RICALBACKGROUND

NCSBN APRN Committee (previously APRN Advisory Panel)

NCSBN became involved with advanced practice nursing when boards of nursing began
using the results of APRN certification examinations as one of the requirements for APRN
licensure. Duirng the 1993 NCSBN annual meeting, delegates adopted a position paper on
the licensure of advanced nursing practice which included model legislation language and
model administrative rules for advanced nursing practice. NCSBN core competencies for
certified nurse practitioners were adopted the following year.

In 1995, NCSBN was directed by the Delegate Assembly to work with APRN certifiers to
make certification examinations suitable for regulatory purposes. Since then, much effort has
been made toward that purpose. During the mid and late 90's, the APRN certifiers agreed to
undergo accreditation and provide additional infonnation to boards of nursing to ensure that
their examinations were psychometrically sound and legally defensible. (NCSBN, 1998)

During the early 2000's, the APRN Advisory Panel developed criteria for ARPN certification
programs and for accreditations agencies. In January 2002, the Board of Directors approved
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the criteria and process for a new review process for APRN certification programs. The
criteria represented required elements of certification programs that would result in a legally
defensible examination suitable for the regulation of advanced practice nurses. Subsequently,
the APRN Advisory Panel has worked with certification programs to improve the legal
defensibility of APRN certification examinations and to promote communication with all
APRN stakeholders regarding APRN regulatory issues such as with the establishment of the
annual NCSBN APRN Roundtable in the mid 1990's. In 2002, the Advisory Panel also
developed a position paper describing APRN regulatory issues of concern.

In 2003, the APRN Advisory Panel began a draft APRN Vision Paper in an attempt to
resolve APRN regulatory concerns such as the proliferation of APRN subspecialty areas. The
purpose of the APRN Vision Paper was to provide direction to boards of nursing regarding
APRN regulation for the next eight to ten years by identifying an ideal future APRN
regulatory model. Eight recommendations were made. The draft vision paper was completed
in 2006. After reviewing the draft APRN Vision Paper at their February 2006 board meeting,
the board of directors directed that the paper be disseminated to boards of nursing and APRN
stakeholders for feedback. The Vision paper also was discussed during the 2006 APRN
Roundtable. The large response from boards of nursing and APRN stakeholders was varied.
The APRN Advisory Panel spent the remaining part<of2006, reviewing and discussing the
feedback with APRN stakeholders. (See Appendix C for the list of APRN Advisory Panel
members who worked on the draft APRN Vision Paper and Appendix D for the list of
organizationsrepresentedat the 2006APRNRoundtablewherethe draftVisionPaperwas
presented.)

APRN Consensus Group

In March 2004, the American Association of Colleges of Nursing (AACN) and the National
Organization of Nurse Practitioner Faculties (NONPF) submitted a proposal to the Alliance
for Nursing ACGreditation,now named Alliance for APRN Credentialing13(hereafter referred
to as "the APRN Alliance") to establish a process to develop a consensus14statement on the
credentialing of advanctd practice nurses (APNs).15The APRN Alliance16,created in 1997,

13 At its March 2006 meeting, the Alliance for Nursing Accreditation voted to change its name to the Alliance
for APRN Credentialing which more accurately reflects its membership.
14The goal of the APRN Work Group was unanimous agreement on all issues and recommendations. However,
this was recognized as an umealistic expectation and may delay the process; therefore, consensus was defined
as a two thirds majority agreement by those members of the Work Group present at the table as organizational
representatives with each participating organization having one vote.
15The term advanced practice nurse (APN) was initially used by the Work Group and is used in this section of
the report to accurately reflect the background discussion. However, the Work group reached consensus that the
term advanced practice registered nurse (APRN) should be adopted for use in subsequent discussions and
documents.

16Organizational members of the Alliance for APRN Credentialing: American Academy of Nurse Practitioners
Certification Program, American Association of Colleges of Nursing, American Association of Critical-Care
Nurses Certification Corporation, Council on Accreditation of Nurse Anesthesia Educational Programs,
American College of Nurse-Midwives, American Nurses Credentialing Center, Association of Faculties of
Pediatric Nurse Practitioners, Inc., Commission on Collegiate Nursing Education, National Association of
Clinical Nurse Specialists, National Association of Nurse Practitioners in Women's Health, Council on

Accreditation, Pediatric Nursing Certification Board, The National Certification Corporation for the Obstetric
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was convened by AACN to regularly discuss issues related to nursing education, practice,
and credentialing. A number of differing views on how APN practice is defined, what
constitutes specialization versus subspecialization, and the appropriate credentialing
requirements that would authorize practice had emerged over the past several years.

An invitation to participate in a national APN Consensus Process was sent to 50
organizations that were identified as having an interest in advanced practice nursing (see
Appendix E). Thirty-two organizations participated in the APN Consensus Conference in
Washington,DCJune2004(SeeAppendixF).The focusof the one-daymeetingwasto
initiate an in-depth examination of issues related to APN definition, specialization, sub-
specialization, and regulation, which includes accreditation, education, certification and17 it-?

licensure. Based on recommendations generated in the Jun~OD4 A1>NConsensus
Conference, the Alliance fonned a smaller work group made*$()f designees from 23
organizations with broad representation of APN certification, lic sure, education,

accreditation, and practice. The charge to the work gr~~ ~,as to d p a statement that
addresses the issues, delineated during the APN C~S~~t1S Conferen .th the goal of
envisioning a future model for APNs. The AlIi' APN Consensus Wo iDUP(hereafter

referred to as "the Work Group") convened £ 'efn d~%'pf intensive discussion between
October2004andJuly2007.(SeeAppendixG for a~l".f organizationsrepresentedon the
APN Work Group.)

In December 2004, ~heAmerican Nurs~~ iation (AN~~ the.American Association
of Colleges ofNursmg (AACN) co-hosteQan eho~r meetmg to address those
issues identified at the June 2004 APN C ,ing.Attendees agreed to ask the APN
WorkGroupto continue a consens . atementlhatwouldincluderecommendations
regardingAPNregula, s .~ization ancf1ubspecia1ization.It also was agreed that
organizations in att,enda e whodGPadnot parti~!ted in the June 2004 APN Consensus

meeting would be incluij,~o~ynsus Gr~up and that this larger group would
reconvene at a..JUt~redate ISCUSSthere~mmendatlOns of the APN Work Group.

Following the Decemff(.004 Ai'~~onsensus meeting, the Work Group continued to work
dilige~ reach conse on tpe issues surrounding APRN education, practice,
accreditati rtificatio d licensure, and to create a future consensus-based model for
APRN regu1af Subseq~ent APRN Consensus Group meetings were held in September
2005, and June 2 1\jl6rganizations who participated in the APRN Consensus Group are
listed in Appendix ..

APRN Joint Dialogue Group

In April, 2006, the APRN Advisory Panel met with the APRN Consensus Work Group to
discuss APRN issues described in the NCSBN draft Vision Paper. The APRN Consensus

Gynecologic and Neonatal Nursing Specialties, National Council of State Boards of Nursing, National
Organization of Nurse Practitioner Faculties

17The tenn regulation refers to the four prongs of regulation: licensure, accreditation, certification and
education.
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Work Group requested and was provided with feedback from the APRN Advisory Panel
regarding the APRN Consensus Group Report. Both groups agreed to continue to dialogue.

As the APRN Advisory Panel and APRN Consensus Work Group continued their work in
parallel fashion, concerns regarding the need for each group's work not to conflict with the
other were expressed. A subgroup of seven people from the APRN Consensus Work Group
and seven individuals from the APRN Advisory Panel were convened in January, 2007. The
group called itself the APRN Joint Dialogue Group (see Appendix E) and the agenda
consisted of discussing areas of agreement and disagreement between the two groups. The
goal of the subgroup meetings was anticipated to be two papers that did not conflict, but
rather complemented each other. However, as the APRN Joint Dialogue Group continued to
meet, much progress was made regarding areas of agreement; it was determined that rather
than two papers being disseminated, one joint paper would lre ctevelopedwhich reflected the
work of both groups. This document is the product of the work of the APRN Joint Dialogue
Group and through the consensus-based work of the APR~ Consensus Work Group and the
NCSBN APRN Advisory Committee.

~

Assumptions Underlying the Work of the Joint Dialogue Group
The consensus-based recommendations that have emerged from the extensive dialogue and
consensus-based processes delineated in this report are based on the following assumptions:

. Recommendations must address current issues facihg the advanced practice registered
nurse (APRN) community but should be future oriented.

. The ultimate goal of licensure, accreditation, certificlhon and education is to promote
patient safety and public protection.

. The recognition that this document was developed with the participation of APRN
certifiers, accreditors, pu~lic regulators, educators, and employers. The intention is
that the document will allow for informed decisions made by each of these entities as
they address APRN issues.

CONCLUSION

The recommendations offered in this paper present an APRN regulatory model as a
collaborative effort among APRN educators, accreditors, certifiers and licensure bodies. The
essential elements of APRN regulation are identified as licensure, accreditation, certification
and education. The recommendations reflect a need and desire to collaborate among
regulatory bodies to achieve a sound model and continued communication with the goal of
increasing the clarity and uniformity of APRN regulation.

The goals of the consensus processes were to:
. Strive for harmony and common understanding in the APRN regulatory community

that would continue to promote quality APRN education and practice;. Develop a vision for APRN regulation, including education, accreditation,
certification and licensure;

. Establish a set of standards that protect the public, improve mobility, and improve
access to safe, quality APRN care; and
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. Produce a written statement that reflects consensus on APRN regulatory issues.

In summary, this report defines the APRN Regulatory Model, including a definition of the
Advanced Practice Registered Nurse; a definition of broad-based APRN education; a model
for regulation that ensures APRN education and certification as a valid and reliable process,
that is based on nationally recognized and accepted standards; uniform recommendations for
licensing bodies across states; a process and characteristics for recognizing a new APRN
role; and a definition of an APRN specialty that allows for the profession to meet future
patient and nursing needs.

The work of the Joint Dialogue Group in conjunction with all organizations representing
APRN licensure, accreditation, certification and education to ~ance' a regulatory model is
an ongoingcollaborativeprocessthat is fluidanddynamic.d lth careevolvesandnew
standards and needs emerge the APRN Regulatory Mode.ill a vance accordingly to allow
APRNs to care for patients in a safe environment to t4~.full potentiaI£Qitheir nursing
knowledge and skill.

££
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APPENDIX A
NCSBN CRITERIA FOR EVALUATING CERTIFICATION PROGRAMS

Criteria

I. The program is national in the
scope of its credentialing.

II. Conditions for taking the
examination are consistent with
acceptable standards of the testing
community.

III. Educational requirements are
consistent with the requirements of
the advanced practice specialty.

Elaboration

A. The advanced nursing practice category and standards of practice have
been identified by national organizations.

B. Credentialing services are available to nurses throughout the United
States and its territories.

C. There is a provision for public representation on the certification
board.

D. A nursing specialty organization that establishes standards for the
nursing specialty exists.

E. A tested body of knowledge related to the advanced practice nursing
specialty exists.

F. The certification board is an entity with organizational autonomy.

A. Applicants do not have to belong to an affiliated professional
organization in order to apply for certification offered by the

certifiofion program.
B. Eligibil!y criteria rationally related to competence to practice safely.
C. Published criteria are enforced.
D. In compliance with the American Disabilities Act.
E. Sample application(s) are available.

L) Certific{IDn requirements included
2) Application procedures include:

. procedures for assuring match between education and clinical
experience, and APRN specialty being certified,

. procedures for validating information provided by candidate,

. procedures for handling omissions and discrepancies
3) Professional staff responsible for credential review and admission

decisions.
4) Examination should be administered frequently enough to be

accessible but not so frequently as to over-expose items.
F. Periodic review of eligibility criteria and application procedures to

ensure that they are fair and equitable.

A. Current U.S. registered nurse licensure is required.
B. Graduation from a graduate advanced practice education program

meets the following requirements:
1) Education program offered by an accredited college or university

offers a graduate degree with a concentration in the advanced
nursing practice specialty the individual is seeking

2) If post-masters certificate programs are offered, they must be
offered through institutions meeting criteria B.l.
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IV. The standard methodologies used
are acceptable to the testing
community such as incumbent job
analysis study, logical job analysis
studies.

V. The examination represents entry-
level practice in the advanced nursing
practice category.

VI. The examination represents the
knowledge, skills and abilities
essential for the delivery of safe and
effective advanced nursing care to the
clients.

VII. Examination items are reviewed
for content validity, cultural bias and
correct scoring using an established
mechanism, both before use and

3) Both direct and indirect clinical supervision must be congruent
with current national specialty organizations and nursing
accreditation guidelines

4) The curriculum includes, but is not limited to:
. biological, behavioral, medical and nursing sciences relevant

to practice as an APRN in the specified category;
. legal, ethical and professional responsibilities of the APRN;

and

. supervised clinical practice relevant to the specialty of APRN
5) The curriculum meets the following criteria:

. Curriculum is consistent with competencies of the specific
areas of practice

. Instructional track/major has a minimum of 500 supervised
clinical hours overall

. The supervise1lclinical experience is directly related to the
knowledge and role of the specialty and category

C. All individuals, without exception, seeking (tvnationalcertification
must complete a formal didactic and clinical advanced practice
program meeting the a~ove criteria.

A. Exam content based on a joqjask analysis.
B. Job analysis studies are conducted at least every five years.
C. The results of the job analysis study are published and available to the

public.
D. There is evidence of the content validity ofthe job analysis study.

A. Entry-level practice in the advanced practice specialty is described
including the following:
1) Process
2) Frequency
3) Qualifications ofthe group making the determination
4) Geographic representation
5) Professional or regulatory organizations involved in the reviews

A. The job analysis includes activities representing knowledge, skills and
abilities necessary for competent performance.

B. The examination reflects the results of the job analysis study.
C. Knowledge, skills and abilities, which are critical to public safety, are

identified.
D. The examination content is oriented to educational curriculum practice

requirements and accepted standards of care.

A. Each item is associated with a single cell of the test plan.
B. Items are reviewed for currency before each use at least every three

years.
C. Items are reviewed by members of under-represented gender and
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periodically.

VIII. Examinations are evaluated for
psychometric performance.
IX. The passing standard is
established using acceptable
psychometric methods, and is re-
evaluated periodically.
X. Examination security is
maintained through established
procedures.

XI. Certification is issued based upon
passing the examination and meeting
all other certification requirements.

XII. A retake policy is in place.

ethnicities who are active in the field being certified. Reviewers have
been trained to distinguish irrelevant cultural dependencies from
knowledge necessary to safe and effective practice. Process for
identifying and processing flagged items is identified.

D. A statistical bias analysis is performed on all items.
E. All items are subjected to an "unscored" use for data collection

purposes before their first use as a "scored" item.
F. A process to detect and eliminate bias from the test is in place.
G. Reuse guidelines for items on an exam form are identified.
H. Item writing and review is done by qualified individuals who

represent specialties, population subgroups, etc.

A. Reference groups used for comparative analysis are defined.

A. Passing standard is criterion-referenced.

A. Protocols are established to maintain security related to:
1) Item development (e.g., item writers and confidentiality, how

oftenitems are re-used)
M .~

f
. M 1amtenance 0 questIorrpoo

Printing and production process
Storage and transportation of examination is secure
Administration of examination (e.g., who administers, who
checks administrators)
Ancillary materials (e.g., test keys, scrap materials)
Scoring of examination
Occurrence of a crisis (e.g., exam is compromised, etc)

2)
3)
4)
5)

6)
7)
8)

A. Certification process is described, including the following:
1) Criteria for certification decisions are identified
2) The verification that passing exam results and all other

requirements are met
3) Procedures are in place for appealing decisions

B. There is due process for situations such as nurses denied access to the
examination or nurses who have had their certification revoked.

C. A mechanism is in place for communicating with candidate.
D. Confidentiality of nonpublic candidate data is maintained.

A. Failing candidates permitted to be reexamined at a future date.
B. Failing candidates informed of procedures for retakes.
C. Test for repeating examinees should be equivalent to the test for first

time candidates.
D. Repeating examinees should be expected to meet the same test

performance standards as first time examinees.
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E. Failing candidates are given infonnation on content areas of
deficiency.

F. Repeating examinees are not exposed to the same items when taking
the exam previously.

XIII. Certification maintenance A. Certification maintenance requirements are specified (e.g., continuing
program, which includes review of education, practice, examination, etc.).
qualifications and continued B. Certification maintenance procedures include:
competence, is in place. 1) Procedures for assuring match between continued competency

measures and APRN specialty
2) Procedures for validating infonnation provided by candidates
3) Procedures for issuing re-certification

C. Professional staff oversee 9redential review.
D. Certification maintenance is required a minimum of every 5 years.

XIV. Mechanisms are in place for A. Communication mechanisms address:
communication to boards of nursing 1) Pennission obtained from candidates '0 share infonnation
for timely verification of an regarding the certification process
individual's certification status, 2) Procedures to provide verification of certification to Boards of
changes in certification status, and Nursing
changes in the certification program, 3) Procedures for notifying Boards of Nursing regarding changes of
including qualifications, test plan and certification status
scope of practice. 4) Procedures for notification of changes in certification programs

(qualifications, test plan or scope of practice) to Boards of
Nursing

XV. An evaluation process is in place A. Internal review"anels are used to establish quality assurance
to provide quality assurance in its procedures.
certification program. 1) Composition of these groups (by title or area of expertise) is

described
2) Procedures are reviewed
3) Frequency of review

B. Procedures are in place to insure adherence to established QA policy
and procedures.
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ApPENDIX B

American Nurses Association
Congress on Nursing Practice and Economics

2004

Recognition as a Nursing Specialty

The process of recognizing an area of practice as a nursing specialty allows the profession to
fonnally identify subset areas of focused practice. A clear description ofthat nursing practice
assists the larger community of nurses, healthcare consumers, and others to gain familiarity
and understanding of the nursing specialty. Therefore, the document requesting ANA
recognition must clearly and fully address each of the fourteen specialty recognition criteria.
The inclusion of additional materials to support the discussion and pro~~te understanding of
the criteria is acceptable. A scope of practice sJatementnlbst accompany"the"Submission
requesting recognition as a nursing specialty.

Criteria for Recognition as a Nursing Specialty

The following criteria are used by the Congress on Nursing Practice and Economics in the review and
decision-making processes to recognize an area of practice as a nursing specialty:

A nursing specialty:
1. Defines itself as nUl;sing.

2. Adheres to the overall licensure requirements of the profession.

3. Subscribes to the ~verall purposes and functions of nursing.%

4. Is clearly defined.

5. Is practiced nationally or internationally.

6. Includes a substantial number of nurses who devote most of their practice to the specialty.

7. Can identify a need and demand for itself.

8. Has a well derived knowledge base particular to the practice of the nursing specialty.

9. Is concerned with phenomena of the discipline of nursing.

10. Defines competencies for the area of nursing specialty practice.

11. Has existing mechanisms for supporting, reviewing and disseminating research to support its
knowledge base.
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12. Has defined educational criteria for specialty preparation or graduate degree.

13. Has continuing education programs or continuing competence mechanisms for nurses in the
specialty.

14. Is organized and represented by a national specialty association or branch of a parent
organization.

.

%
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ApPENDIX C

NCBN APRN Committee Members 2003 -2008

2003. Katherine Thomas, Executive Director, Texas Board of Nurse Examiners
. Patty Brown, Board Staff, Kansas State Board of Nursing. Kim Powell, Board President, Montana Board of Nursing
. Charlene Hanson, Consultant
. Georgia Manning, Arkansas State Board of Nursing. Deborah Bohannon-Johnson, Board President, North Dakota Board of Nursing
. Jane Garvin, Board President, Maryland Board of Nursing. Janet Younger, Board President, Virginia Board of Nursing
. Nancy Chornick, NCSBN

2004
. Katherine Thomas, Executive Director, Texas Board of Nurse Examiners
. Patty Brown, Board Staff, Kansas State Board of Nursing. Kim Powell, Board President, Montana Board of Nursing. Charlene Hanson, Consultant
. Janet Younger, Board President, Virginia Board of Nursingilli>
. Polly Johnson, Board Representative, Nortt) Carolina Board of Nursing
. Laura Poe, Member Utah State Board of Nursing
. Georgia Manning, Arkansas State Board of Nursing
. Jane Garvin RN, Board President, Maryla~d Board of Nursing. Ann Forbes, Member Board Staff, North Carolina Board of Nursing
. Nancy Chornick, NCSBN

2005. Katherine Thomas, Executive Director, Texas Board of Nurse Examiners. Patty Brown, Board Staff, Kansas State Board of Nursing
. Charlene Hanson, Consultant
. Janet'Younger, Board President, Virginia Board of Nursing. Polly Johnson, Board Representative, North Carolina Board of Nursing. Laura Poe, Member Utah State Board of Nursing
. Marcia Hobbs, Member Board Member, Kentucky Board of Nursing

. Randall Hudsp~h, Member Board Member, Idaho Board of Nursing

. Ann Forbes, Member Board Staff, North Carolina Board of Nursing

. Cristiana Rosa, Member Board Member, Rhode Island Board of Nurse. Kim Powell, Board President, Montana Board of Nursing. Nancy Chornick, NCSBN

2006
. Katherine Thomas, Executive Director, Texas Board of Nurse Examiners
. Patty Brown, Board Staff, Kansas State Board of Nursing
. Charlene Hanson, Consultant
. Janet Younger, Board President, Virginia Board of Nursing
. Laura Poe, Member Utah State Board of Nursing
. Marcia Hobbs, Member Board Member, Kentucky Board of Nursing
. Randall Hudspeth, Member Board Member, Idaho Board of Nursing
. Cristiana Rosa, Member Board Member, Rhode Island Board ofNurse
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. James Luther Raper, Board Member, Alabama Board of Nursing. Linda Rice, Board Member, Vermont

. Cathy Williamson, Member Board Member, Mississippi Board of Nursing. Ann Forbes, Member Board Staff, North Carolina Board of Nursing. Polly Johnson, Board Representative, North Carolina Board of Nursing. Sheila N. Kaiser, Member Board Vice-Chair, Massachusetts Board of Registration in Nursing

. Nancy Chornick, NCSBN

2007. Faith Fields, Board Liaison Arkansas State Board of Nursing
. Katherine Thomas, Executive Director, Texas Board of Nurse Examiners. Ann L. O'Sullivan, Board Member, Pennsylvania Board of Nursing
. Patty Brown, Board Staff, Kansas State Board of Nursing
. Charlene Hanson, Consultant
. Laura Poe, Member Utah State Board of Nursing. John C. Preston, Board Member, Tennessee Board of Nur!?ing. Randall Hudspeth, Member Board Member, Idaho Board of Nursing
. Cristiana Rosa, Member Board Member, Rhode Island Board of Nurse. James Luther Raper, Board Member, Alabama Board of Nursing. Linda Rice, Board Member, Vermont
. Cathy Williamson, Member Board Member, Mississippi Board of Nursing. Janet Younger, Board President, Virginia Board of Nursing. Marcia Hobbs, Member Board Member, Kentucky Boardo~Nursing. Nancy Chornick, NCSBN

2008 ~

. Doreen K. Begley, Board Representative, Member Boara Member, Nevada State Board of
Nursing. Ann L. O'Sullivan, Board Member, Pennsylvania Board of Nursing

. Patty Brown, Board Staff, Kansas State Board of Nursing

. Charlene Hanson, Consultant

. Laura Poe, Member Utah State Board qf Nursing. John C. Preston, Board Member, Tennessee Board of Nursing. Randall Hudspeth, Member Board Member, Idaho Board of Nursing

. Cristiana Rosa, Member Board'Member, Rhode Island Board of Nurse

. James Luther Raper, Board Member, Alabama Board of Nursing

. Linda Rice, Board Member, Vermont

. Cathy Williamson, Member Board Member, Mississippi Board of Nursing. Tracy Klein, Member Staff, Oregon State Board of Nursing. Darlene Byrd, Member Board Member, Arkansas State Board of Nursing

. Nancy Chornick, NCSBN
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Appendix D

2006 NCSBN APRN Roundtable

Organization Attendance List

Alabama Board of Nursing

American Academy of Nurse Practitioners

American Academy of Nurse Practitioners National Certification Program, Inc

American Association of Colleges of Nursing
American Association of Critical-Care Nurses

American Association of Nurse Anesthetists

American Association of Psychiatric Nurses

American Board of Nursing Specialties

American College of Nurse Practitioners

American College of Nurse-Midwives

American Holistic Nurses' Certification Corporation

American Midwifery Certification Board

American Nurses Association

American Nurses Credentialing Center

American Organization of Nurses Executives

Association of Women's Health, Obstetric and Neonatal Nurses

Board of Certification for Emergency Nursing

Council on Accreditation of Nurse Anesthesia Educational Programs

Emergency Nurses Association

George Washington School of Medicine

Idaho Boa~dof Nursing

Kansas Board of Nursing

Kentucky Board of Nursing.
MassachusettS':&Board of Nursing

Mississippi Board of Nursing

National Association of Clinical Nurse Specialists

National Association of Nurse Practitioners in Women's Health

~

National Association of Pediatric Nurse Practitioners

National Board for Certification of Hospice & Palliative Nurses

National Certification Corporation for the Obstetric, Gynecologic and Neonatal Nursing Specialties

National League for Nursing Accrediting Commission

North Carolina Board of Nursing

Oncology Nursing Certification Corporation

Pediatric Nursing Certification Board

Rhode Island Board of Nursing
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NAPNAP

National League for Nursing Accrediting Commission

National Organization of Nurse Practitioner Faculties

NCC

Oncology Nursing Certification Corporation

Pennsylvania Board of Nursing
PNCB

Rhode Island Board of Nursing

Rush University College of Nursing

South Dakota Board of Nursing

Tennessee Board of Nursing
Texas Board of Nurse Examiners

Vermont Board of Nursing
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APPENDIX E

APRN Joint Dialogue Group
Organizations represented at the Joint Dialogue Group Meetings

American Academy of Nurse Practitioners Certification Program
American Association of Colleges of Nursing
American Association of Nurse Anesthetists
American College of Nurse-Midwives
American Nurses Association
American Organization of Nurse Executives
Compact Administrators
National Association of Clinical Nurse Specialists
National League for Nursing Accrediting Commission
National Organization of Nurse Practitioner Faculties
National Council of State Boards of Nursing
NCSBN APRN Advisory Committee Representatives (5)

!&

ffiIi
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Appendix F

ORGANIZATIONS INVITED TO APN CONSENSUS CONFERENCE

JUNE, 2004

American Academy .ofNurse Practiti.oners
American Academy .ofNurse Practiti.onersCertificati.onPr.ogram
American Academy .ofNursing
American Ass.ociati.on.ofCritical Care Nurses
American Ass.ociati.on.ofCritical Care Nurses Certificati.onProgram
American Ass.ociati.on.ofNurse Anesthetists
American Ass.ociati.on.ofOccupati.onalHealth Nurses
American B.oard.ofNursing Specialties
American C.ollege.ofNurse Practiti.oners
American C.ollege.ofNurse-Midwives
American C.ollege.ofNurse-Midwives Divisi.on.ofAccreditati.on
American Nurses Ass.ociati.on
American Nurses Credentialing Center
American Organizati.on.ofNurse Executives
American Psychiatric Nurses Ass.ociati.on
Ass.ociati.on.ofFaculties .ofPediatric Nurse Practiti.oners
Ass.ociati.on.ofRehabilitati.onNurses
Ass.ociati.on.ofW.omen'sHealth, ObstetriciiSandNe.on~l NUrses
Certificati.onB.oardPeri.operativeNursing
C.ommissi.on.onC.ollegiateNursing Educati.on
C.ouncil.onAccreditation .ofNurse Anesthesia Educati.onalPr.ograms

<!IT

Divisi.on.ofNursing, DtiHS, HRSA
Emergency Nurses Ass.ociati.on
H.ospiceand Palliative Nurses Ass.ociati.on
Internati.onalNurses S~ciety .onA~di~i.ons
Internati.onalS.ociety.ofPsychiatric-Mental Health Nurses
NANDA Internati.onal
Nati.onalAss.ociati.on.ofClinical Nurse Specialists
Nati.onalAss.ociati.on.ofNe.onatalNurses
Nati.onalAss.ociati.on.ofNurse Practiti.onersin W.omen'sHealth
Nati.onalAss.ociati.on.ofNurse Practiti.onersin W.omen'sHealth, C.ouncil.onAccreditati.on
Nati.onalAss.ociati.on.ofPediatric Nurse Practiti.oners
Nati.onalAss.ociati.on.ofSch.o.olNurses
Nati.onalB.oardf.orCertificati.on.ofH.ospiceand Palliative Nurses
Nati.onalCertificati.onC.orp.orati.onf.orthe Obstetric, Gynec.ol.ogicand Ne.onatalNursing
Specialties
Nati.onalC.onference.ofGeront.ol.ogicalNurse Practiti.oners
Nati.onalC.ouncil.ofState B.oards.ofNursing
Nati.onalGeront.ol.ogicalNursing Ass.ociati.on
Nati.onalLeague f.orNursing
Nati.onalLeague f.orNursing Accrediting C.ommissi.on
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National Organization of Nurse Practitioner Faculties
Nurse Licensure Compact Administrators/State of Utah Department of Commerce/Division
of Occupational & Professional Licensing
Nurses Organization of Veterans Affairs
Oncology Nursing Certification Corporation
Oncology Nursing Society
Pediatric Nursing Certification Board
Sigma Theta Tau, International
Society of Pediatric Nurses
Wound Ostomy & Continence Nurses Society
Wound Ostomy Continence Nursing Certification Board

1iiffi
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APPENDIX G

ORGANIZATIONS PARTICIPATING IN APRN CONSENSUS PROCESS

Academy of Medical-Surgical Nurses
American College of Nurse-midwives Division of Accreditation
American Academy of Nurse Practitioners
American Academy of Nurse Practitioners Certification Program
American Association of Colleges of Nursing
American Association of Critical Care Nurses Certification
American Association of Neuroscience Nurses
American Association of Nurse Anesthetists
American Association of Occupational Health Nurses
American Board for Occupational Health Nurses
American Board of Nursing Specialties
American College of Nurse-Midwives
American College of Nurse-Midwives Division of Accreditation
American College of Nurse Practitioners
American Holistic Nurses Association
American Nephrology Nurses Association
American Nurses Association
American Nurses Credentialing Center
American Organization of Nurse Executives
American Psychiatric Nurses Association
American Society ofPeriAri!sthesia Nurses
American Society for Pain Management Nursing
Association of CommUIlityHealth Nursing Educators
A

..
fF 1
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fP d
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ssoclatlOn0 acu ties 0 e mInc. urse ractItIoners

Association of Nurses in AIDS Care

Association"ofPeriOperative Registered Nurses
Association of Rehabilitation NUfses

Association of State and Territorial Directors of nursing
Association of Women's Health, Obstetric and Neonatal Nurses
Board of Certification for Emergency Nursing
Council on Accreditation of Nurse Anesthesia Educational Programs
Commission on Colle,giateNursing Education
Commission on Graduates of Foreign Nursing Schools
District of Columbia Board of Nursing
Department of Health
Dermatology Nurses Association
Division of Nursing, DHHS, HRSA
Emergency Nurses Association
George Washington University
Health Resources and Services Administration
Infusion Nurses Society
International Nurses Society on Addictions

37



DRAFT APRN Joint Dialogue Group Report, June 18, 2008

International Society of Psychiatric-Mental Health Nurses
Kentucky Board of Nursing
National Association of Clinical Nurse Specialists
National Association of Neonatal Nurses
National Association of Nurse Practitioners in Women's Health, Council on Accreditation
National Association of Pediatric Nurse Practitioners
National Association of School of Nurses

National Association of Orthopedic Nurses
National Certification Corporation for the Obstetric, Gynecologic, and Neonatal Nursing
Specialties
National Conference of Gerontological Nurse Practitioners
National Council of State Boards of Nursing
National League for Nursing
National League for Nursing Accrediting Commission
National Organization of Nurse Practitioner Faculties
Nephrology Nursing Certification Commission
North American Nursing Diagnosis Association International
Nurses Organization of Veterans Affairs
Oncology Nursing Certification Corporation
Oncology Nursing Society
Pediatric Nursing Certification Board
Pennsylvania State Board of Nursing
Public Health Nursing Section of the American Public Health Association.
Rehabilitation Nursing Certification Board
Society for Vascular Nursing!fIii/
Texas Nurses Association
Texas State Board of Nursing
Utah State Board of Nursing
Women's Health, Obstetric & Neonatal Nurses
Wound, Ostomy, & Continence Nurses Society
Wound, Ostomy, & Contmence NurS"mgCertification
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APPENDIX H

APRN CONSENSUS PROCESS WORK GROUP
ORGANIZATIONS THAT WERE REPRESENTED AT THE WORK GROUP MEETINGS

Jan Towers, American Academy of Nurse Practitioners Certification Program
Joan Stanley, American Association of Colleges of Nursing
Carol Hartigan, American Association of Critical Care Nurses Certification Corporation
Leo LeBel, American Association of Nurse Anesthetists
Bonnie Niebuhr, American Board of Nursing Specialties
Peter Johnson & Elaine Germano, American College of Nurse-Midwives
Mary Jean Schumann, American Nurses Association
Mary Smolenski, American Nurses Credentialing Center
M.T. Meadows, American Organization of Nurse Executives
Edna Hamera & Sandra Talley, American Psychiatric Nurses Association
Elizabeth Hawkins-Walsh, Association of Faculties of Pediatric Nurse Practitioners
Jennifer Butlin, Commission on Collegiate Nursing Education
Laura Poe, APRN Compact Administrators
Betty Horton, Council on Accreditation of Nurse Anesthesia Educational Programs
Kelly Goudreau, National Association of Clinical Nurse Specialists

Fran Way, National Association ofNU1;~e.r<lctitionersin Women's Health, Council on
Accreditation

Mimi Bennett, National Certification Corgpration for the Obstetric, Gynecologic, and
Neonatal Nursing Specialties
Kathy Apple, National Council of State Boards of Nursing
Grace Newsome & Sharon Tanner, National League for Nursing Accrediting Commission
Kitty Werner & Ann O'Sullivan, National Organization of Nurse Practitioner Faculties
Cyndi Miller-Murphy, OncolQgyN1!lrsingCertification Corporation
Janet Wyatt, Pediatric Nursing Certification Board
Carol Calianno, Wound, Ostom)'AiandContinence Nursing Certification Board
Irene Sandvold, DHHS, HRSA, Division of Nursing (observer)

39



DRAFT APRN Joint Dialogue Group Report, June 18,2008

ADDENDUM

Example of a National Consensus-Building Process to Develop Nationally
Recognized Education Standards and Role/Specialty Competencies

The national consensus-based process described here was originally designed, with funding
by the Department of Health and Human Services, Health Resources and Services
Administration, Bureau of Health Professions, Division of Nursing, to develop and validate
national consensus-based primary care nurse practitioner competencies in five specialty
areas. The process was developed with consultation from a nationally recognized expert in
higher education assessment. The process subsequently has b~e}lused and validated for the
development of similar sets of competencies for other areas of nursing practice, including
competencies for mass casualty education for all nurses and competencies for acute care

%i!!

nurse practitioners and psych/mental health nurse practitioners. ~

This process for developing nationally recognized.ducati9'J\lalstandards, nationally
recognized role competencies and nationally recognized specialty competencies is an
iterative, step-wise process. The steps are:
Step I: At the request of the organization(s) representing the role or specialty, a neutral
group or groups convenes and facilitates a national panel of all stakeholder organizations as
defined in step 2.
Step 2: To ensure broad representation, invitations to participate should be extended to one
representative of each of the recognized nursing accreqiting organizations, certifiers within
the role and specialty, group'wliose primar,mission is graduate education and who have
established educational criteria for the identified role and specialty, and groups with
competencies and standarps for ~ucation programs that prepare individuals in the role and
specialty.
Step 3: Organizational representatives serving on the national consensus panel bring and
share role delineation studies, coIhpetencies for practice and education, scopes and standards
of practice, and standards for education programs.
Step 4: Agreement is reached among the panel members
Step 5: Panel tlembers take the draft to their individual boards for feedback.
Step 6: That feedback is returned to the panel. This is an iterative process until agreement is
reached.
Step 7: Validation is sought from a larger group of stakeholders including organizations and
individuals. This is known as the Validation Panel.
Step 8: Feedback from the Validation Panel is returned to National Panel to prepare the final
document.
Step 9: Final document is sent to boards represented on the National Panel and the Validation
Panel for endorsement.

The final document demonstrates national consensus through consideration of broad input
from key stakeholders. The document is then widely disseminated.
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BOARD OF REGISTERED NURSING 

NURSING PRACTICE COMMITTEE 

AGENDA ITEM SUMMARY 

 

 
            AGENDA ITEM: 3.0 

        DATE:  August 21, 2008 
 
ACTION REQUESTED:    Information only: American Nurses Association 

Endorse Consensus Model for APRN Regulations: 
Licensure, Accreditation, Certification, & Education  
                                        
            

REQUESTED BY:  Janette Wackerly, MBA, RN 
     Nursing Education Consultant 
 
BACKGROUND:                            
The American Nurses Association news release July 1, 2008 ANA Board of Directors 
endorses a set of standards for APRN regulation to improve access to safe, quality care by 
advanced practice nurses.  
 
ANA President Rebecca M. Patton, MSN, RN, CNOR statement is that “A Consensus 
Model for APRN Regulation: Licensure, Accreditation, Certification, & Education”  will, for 
the first time, when implemented, standardize each aspect of the regulatory process for 
APRNs, resulting in increased mobility, and will establish independent practice as the norm 
rather than the exception. This will support APRNs caring for patients in a safe 
environment to the full potential of their nursing knowledge and skill.      
 
ANA states that the APRN community is comprised of four roles: certified registered nurse 
anesthetist (CRNA), certified nurse-midwife (CNM), certified clinical nurse specialist (CNS), 
and certified nurse practitioner (CNP). Additionally, APRN’s focus on at least one of six 
population foci: psych/mental health, women’s health, adult-gerontology, pediatrics, 
neonatal, or family.        
                                                         
American Nurses Association, News Release 7/1/2008 
 
 
NEXT STEP:    Place on Board Agenda  
 
 
FISCAL IMPLICATIONS, IF ANY: None 
 
 
 
PERSON(S) TO CONTACT: Janette Wackerly, MBA, RN 
     Nursing Education Consultant 
     (916) 574-7686 



American Nurses Association
8515 Georgia Avenue, Suite 400
Silver Spring, Maryland 20910-.3492
Tel (301) 628-5000
Fax (301) 628-5001
www.NursingWorld.org

NEWSRELEASE
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~

AlN~
AMERICAN NURSES

ASSOCIATION

FOR IMMEDIATE RELEASE
July 1, 2008

CONTACT: Mary McNamara, 301-628-5198
marv.mcnamara@ana.ore:
Mary Stewart, 301-628-5038
marv.stewart@ana.ore:
www.nursine:world.ore:

ANA BOARD OF DIRECTORS ENDORSES A SET OF STANDARDS FOR APRN

REGULATION TO IMPROVE ACCESS TO SAFE, QUALITY CARE BY ADVANCED
PRACTICE NURSES

SILVER SPRING, MD - At its June Board meeting in Washington, DC., the American Nurses

Association (ANA) Board of Directors endorsed a seminal document beneficial not only to the 240,000

Advanced Practice Registered Nurses (APRNs) in the United States, but to the entire nursing profession

and to the public they serve.

"A Consensus Modelfor APRN Regulation: Licensure, Accreditation, Certification & Education will, for

the first time, when implemented, standardize each aspect of the regulatory process for APRNs, resulting

in increased mobility, and will establish independent practice as the norm rather than the exception. This

will support APRN s caring for patients in a safe environment to the full potential of their nursing

knowledge and skill." said ANA President Rebecca M. Patton, MSN, RN, CNOR.

The APRNs community is comprised of four roles: certified registered nurse anesthetist (CRNA),

certified nurse-midwife (CNM), certified clinical nurse specialist (CNS), and certified nurse practitioner

(CNP). Additionally, APRNs focus on at least one of six population foci: psych/mental health, women's

health, adult-gerontology, pediatrics, neonatal, or family.

Substantial challenges to educational expectations and certification requirements for APRNs, and the

proliferation of nursing specializations have sparked debates on appropriate credentials, scope of practice,

and state-by-state regulation of nursing scope of practice. To that end, the consensus model for APRN

regulation focuses on the regulation and credentialing of nurses.

MORE
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All graduate level APRN education will be required to include a broad-based education in the role, and in

the population to be served, and will, in addition, include three separate graduate-level courses in

advanced pathophysiology, advanced health assessment and advanced pharmacology as well as a

minimum of 500 hours of appropriate clinical experiences. As a result of implementation of the new

model, all developing graduate level APRN education programs or tracks will go through a pre-approval,

pre-accreditation or accreditation process prior to admitting any students to that program or track. APRN

educational programs must be housed within graduate programs that are nationally accredited and they

must ensure that their programs adequately prepare their graduates to meet eligibility for national

certification which leads to state licensure.

The "Consensus Modelfor APRN Regulation: Licensure, Accreditation, Certification and Education,"

was developed by members of the APRN Consensus Work Group, facilitated by American Association of

Colleges of Nursing and the National Council of State Boards of Nursing (NCSBN) APRN Advisory

Committee during four years of discussions and collaborative efforts in this groundbreaking effort to

create a unified vision; this vision which defines APRN roles, practice and populations served. The goal is

for full implementation of the new model by 2015.

The American Nurses Association (ANA) has been an active participant in both the APRN Consensus

Work Group and the subsequently formed Joint Dialogue Group. In addition to ANA, members ofthe

Joint Dialogue Group are the: American Academy of Nurse Practitioners Certification Program, National

Association of Clinical Nurse Specialists, American Association of Colleges of Nursing, American

Association of Nurse Anesthetists, American College of Nurse-Midwives, American Organization of

Nurse Executives, National Organization of Nurse Practitioner Faculties, National Council of State

Boards of Nursing, National Council of State Boards of Nursing APRN Advisory Committee, National

League for Nursing Accrediting Commission and nursing compact administrators.

###

The ANA is the only fUll-service professional organization representing the interests of the nation's 2.9 million registered nurses through its 54
constituent member nurses associations. The ANA advances the nursing profession by fostering high standards of nursing practice, promoting the
rights of nurses in the workplace, projecting a positive and realistic view of nursing, and by lobbying the Congress and regulatory agencies on
health care issues affecting nurses and the public.
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                                                        By:  Ann M. Mayo; RN; DNSc 
                                                        Hartford Post Doctoral Fellow  
 

                                                                                           
REQUESTED BY:  Janette Wackerly, MBA, RN 
     Nursing Education Consultant 
 
 
BACKGROUND:                    
Gerontological and geriatric nursing practice and educational issues will be presented and 
discussed. Topics will include aging, health care delivery to older adults across settings, 
and diversity as it impacts care to older adults. Resources for faculty development, 
curriculum development, and certification will be introduced.   
 
Building Academic Nursing Capacity: http://www.geriatricnursing.org/  
 
Hartford Geriatric Nursing Competencies: 
http://www.hartfordign.org/resources/education/competencies.pdf  
 
American Nursing Credentialing Center (ANCC): http://www.nursecredentialing.org/#  
 
John A. Hartford RN Review Course: http://www.nyu.edu/nursing/ce/gncrc/  
 
 
NEXT STEP:    Place on Board Agenda  
 
 
FISCAL IMPLICATIONS, IF ANY: None 
 
 
 
PERSON(S) TO CONTACT: Janette Wackerly, MBA, RN 
     Nursing Education Consultant 
     (916) 574-7686 
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ConsultGeriRN.org - Evidence-based clinical website 
on care of older adults. 

WELCOME! 
 
Improving health care of older adults through 
nursing.  
 
Older adults are now the core business of health care. 
We are pleased that you recognize the importance of 
nursing's role in providing older adults with high 
quality care.  

Hartford Institute 
eNewsletter 

The Hartford Institute eNewsletter features 
articles, reference materials, useful links, 
calendar of events and other best practice 

information on the care of older adults. Visit the 
eNews page to learn more about the 
eNewsletter, view an archive of past 

eNewsletters, or to sign up to receive the 
eNewsletter on a monthly basis. Learn More...  

Geriatric Nursing Research Summer Scholars 
Program 

July 14 – July 18, 2008  

 
ASSESSING OLDER ADULTS 

COST-FREE WEB-BASED RESOURCES 

NEW! 2008 
AACN/Hartford Institute
Geriatric Education 
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May 1, 2008.  
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Cost-Free Web-Based 
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Print Name

Evaluation Method             
(See Key Above)

1. COMMUNICATION:  For older adults, 
demonstrate knowledge, skills and behavior of 
best practices in order to: 
Use communication strategies to meet patients' 
needs
Assure participation in decision making: advance 
directives, health care proxy, DNR, informed 
consent
Assess barriers (drug interactions, dementia, 
delirium, disease states, depression) that impact 
patients' understanding of information, following 
directions and making needs known 
Demonstrate familiarity w/adaptive devices 
(hearing aid, listenator)

2. PHYSIOLOGICAL AND PSYCHOLOGICAL AGE 
CHANGES: For older adults, demonstrate 
knowledge, skills and behavior of best 
practices in order to: 
Intervene to address changes in temperature, BUN 
and creatinine
Assess cognitive status for delirium,dementia 
and/or depression. Use standardized scale to 
assess:

Mental Status (e.g., Mini Mental Status 
Examination - MMSE) 
Delirium (e.g., Confusion Assessment Method - 
CAM) 

Self Evaluation By Employee Validation of Competency

COMPETENCIES

Competency: Care of Adult 65 years + Method of Evaluation Key:
Knowledge:  T-Test/Self Learning Module,  S-Simulation/Scenario,  V-Verbalizes Understanding
Skills and Behavior:  O-Direct Observation,  MR-Medical Record Audit,  RD-Return Demonstration,  NA=Not Applicable
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Knowledge:  T-Test/Self Learning Module,  S-Simulation/Scenario,  V-Verbalizes Understanding
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    Depression(e.g.,Geriatric Depression Scale(GDS)Depression (e.g., Geriatric Depression Scale - 
GDS)

Use organization's established criteria for 
management of polypharmacy 

Intervene to eliminate or sharply curtail adverse 
events associated with medications, diagnostic or 
therapeutic procedures, nosocomial infections or 
environmental stressors  

3. PAIN: For older adults, demonstrate 
knowledge, skills and behavior of best 
practices in order to: 
Assess pain in cognitively impaired patients using 
valid and reliable self-report instruments and/or 
observations of patient behaviors (agitation, 
withdrawal, vocalizations, facial 
response/grimaces) *

Intervene for the cognitively impaired when 
assessment is inconclusive and pain is to be 
expected

* assessment & management of pain in cognitively 
intact older patients is no different than all  patients

4. SKIN INTEGRITY: For older adults, 
demonstrate knowledge, skills and behavior of 
best practices in order to:
Assess the risk of skin breakdown using a  
standardized scale  (e.g., Braden Scale) 
Use organization's established criteria to 
implement appropriate bathing, choice of skin 
products, and positioning 
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Self Evaluation By Employee Validation of Competency

COMPETENCIES

Competency: Care of Adult 65 years + Method of Evaluation Key:
Knowledge:  T-Test/Self Learning Module,  S-Simulation/Scenario,  V-Verbalizes Understanding
Skills and Behavior:  O-Direct Observation,  MR-Medical Record Audit,  RD-Return Demonstration,  NA=Not Applicable

5. FUNCTIONAL STATUS: For older adults, 
demonstrate knowledge, skills and behavior of 
best practices in order to:
Overall function: 
Demonstrates within care plan appropiate 
intervention to promote function in response to 
change in activities of daily living(ADL) and 
instrumental activities of daily living(IADL)
Use assistive devices and suggest or initiate 
referral to appropriate therapies (OT, PT, ST) to 
promote and maintain optimal function
Urinary incontinence: 

Identify and refer to appropiate clinican recent 
onset of urinary incontinence (UI)

Document rational for use of indwelling catheters 
other than in specified clinical situations(e.g., stage 
III/IV pressure ulcers, monitored acutely ill patients, 
urinary retention not  manageable by other means)

Nutrition/Hydration:

Use organization's established criteria to identify 
high risk patients for nutritional/fluid deficit

Intervene to address barriers to nutritional/fluid 
adequacy (e.g., difficulty with chewing & 
swallowing, alterations in hunger and thirst, inability 
to self feed & capacity of others to feed)  

Falls and injuries:
Use a valid and reliable measure of fall risk 
assessment 
Use the organization's established falls prevention 
protocol
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COMPETENCIES

Competency: Care of Adult 65 years + Method of Evaluation Key:
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6. RESTRAINTS: For older adults, demonstrate 
knowledge, skills and behavior of best 
practices in order to:
Document discussion of the use of a physical 
restraint( Posey, mitts, chairs with fixed trays, 
sheets, side rails)
Document behavior of patient who is physically 
restrained

Intervene to eliminate or sharply curtail the use of 
physical restraints (e.g. alternate strategies to 
prevent falls, to prevent treatment interference, and 
to manage agitated and/or combative behavior)

7. ELDER ABUSE: For older adults, demonstrate 
knowledge, skills and behavior of best 
practices in order to:
Use organization's established criteria to identify  
elder abuse

8. DISCHARGE PLANNING: For older adults, 
demonstrate knowledge, skills and behavior of 
best practices in order to:

Transmit timely and complete information to 
patient/family, home care/ skilled nursing facility 
(e.g. minimal data elements include diagnoses and 
medications, including dose & last dose taken)

Provide patient education materials that are legible, 
printed clearly and at appropriate level of medical 
literacy 
Refer for evaluation of the need for special 
resources for transition to home (e.g.:Meals on 
Wheels, adaptive devices, etc.) 
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The John A. Hartford Foundation For Geriatric Nursing 
New York University, The Steinhardt School of Education, Division of Nursing

 246 Greene Street, 6th floor, New York, NY 10003
tel:212-998-9018 fax:212-995-4770 email:hartford.ign@nyu.edu
web site:http://www.hartfordign.org
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